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Many hospitals have found that 


e reduces or eliminates the need for restraint and seclusion 


e reduces need for shock therapy and lobotomy 


e reduces destruction of personal and hospital property 


e makes patients accessible and receptive to psychotherapy 
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A PRACTICAL JOURNAL ON PSYCHIATRY AND NEUROLOGY 


Constitutional Aspects in Psychiatry of Poor Readers 


WILLIAM CALVIN BARGER, M.D., RUTH LAVIN, M.A., and 
FREDERICK SPEIGHT, M.A. 


We are presenting a series of cases of poor 
readers who did not have that facile faculty 
of bridging axial deviations because of, we 
believe, the existence of a mixed dominance. 
We believe this to be a constitutional and 
not an emotional cause of poor reading in 
many severe disabilities, and that this con- 
stitutional condition, often referred to as a 
mixed laterality, is a much more prevalent 
cause, according to the data we have col- 
lected, than was heretofore suspected. In 
one New York City school area 80 per cent 
of poor readers were found to have a mixed 
lateral dominance. In the New York City 
Summer School Reading Centers, 1955, 33 
to 65 per cent of poor readers showed a 
mixed lateral dominance. I believe Fernald 
found some of her most resistant reading 
cases to have a mixed dominance.' Happily, 
we also offer a solution for the correction of 
the poor reading condition in the pupil with 
mixed dominance, and draw some supporting 
conclusions therefrom for review. Because 
certain other and well-recognized constitu- 
tional aspects of poor reading are relatively 
easily identified, we shall not dwell upon 
them. They include gross physical defects 
in the refraction media of the optical ap- 
paratus, brain damage, true feebleminded- 
ness, poor nutritional states, degrees of im- 
pairment of auditory acuity, etc. These are 
features to which physicians are constantly 
alert. It is the opinion of some ophthalmol- 
ogists that moderate refractive errors are 
unimportant and 


“slight myopia may even be helpful. Muscle imbal- 
ance or crossed eyes with a single good eye, varia- 
tions of image size between right and left eye, and 
abnormal eye movements are irrelevant.’’? 

“All beginners tend to confuse left-to-right let- 
ter sequences for a time. This habit is generally 


Read at the annual meeting of the American Psy- 
chiatric Association, Chicago, 1956, by Dr. Barger. 


outgrown but in some instances will persist as a 
specific reading disability, termed abnormal spatial 
confusion. Letters are transposed. ... Short words 
are reversed. ... Writing and spelling may also be 
deficient. Pronounced disability may result in up- 
side down writing and drawing or in mirror writ- 
ing. Visual recall is also defective . . . what has 
just been seen is not recalled. The fault is more 
common in boys and is often associated with lefi- 
handedness or ambidexterity. Intelligence is aver- 
age or above. ... The youngster who fails in read- 
ing may do exceptionally well in subjects such as 
arithmetic where printed words need not be rec- 
ognized.” 

Further, from the same observer, “If the fault is 
neglected, many children are treated as mentally 
deficient . . . acquire secondary disorders as stut- 
tering and emotional behavior.’’?.# 


A careful review of the literature cover- 
ing the past two decades reveals the extent 
to which the problem of laterality and its 
relationship to reading has been investi- 
gated. On the one hand, the studies of Dear- 
born,‘ Eames,° Selzer, Monroe,’ Harris,* and 
others show that there is more than a casual 
relationship existing in the confusion of 
dominance and poor reading. Other results 
such as obtained by Gates and Bond,’ Hild- 
reth,’’? and Wolfe,’ indicate that confusion 
in dominance is of minor importance to the 
question. A third point of view expressed 
is that reading and writing reversals which 
can occur in mixed functional dominance 
cases have an emotional basis.** Some of the 
conflict is possibly due to difference in the 
types of tests used for dominance, in the 
number of cases involved, or in other vari- 
able factors. More of a relationship be- 
tween laterally and reading disability is 
found in individual clinical studies than in 
reports of groups. Perhaps this is because 
usually the more severe cases are referred 
to clinics.® 

We wish to reiterate that reading difficul- 
ties of primary emotional origin, or of so- 
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cio-familial etiology described by Fabian," 
are not within the scope of this paper on the 
constitutional aspect of the subject regard- 
ing mixed lateral dominance. 

It may be postulated that an area in the 
human cerebrum in the parietal lobe of the 
dominant side, which is near the angular 
gyrus wherein reading facility lies, and 
which is termed an area for body orienta- 
tion (up-down, right-left) is of prime in- 
fluence in the development of the awareness 
of axial directions in reading. Area 39 in 
Brodman’s classification system of brain to- 
pography (von Economo’s parcellation of 
the human cortex is preferred by Jasper 
and Penfield) is of ‘new’? importance in 
man and does not exist in lower animals.’*:"" 
Consider the neuro-anatomical position of 
the area for body orientation: surrounded by 
such cerebral cells as superintend sentence 
understanding, word understanding, individ- 
ual consecutive action, name understanding, 
visual recognition, visual memory, writing, 
reading, and constructive action. This ar- 
chitectonic area of our sense of axial direc- 
tion, situated in the middle of the literary 
constellation of the brain, would hardly have 
been so placed unless it served a function 
in the orientation of the constellation. This 
proposal differs from Orton’s belief that a 
successive, alternating striving of each of 
the two cerebral hemispheres occurs in an 
effort to achieve and maintain the solitary 
dominance so necessary in literary function, 
that the confusion is accompanied by streph- 
csymbolia, and that this mechanism was of 
prime importance in literate function fail- 

According to Nielson, the major reading 
area has a double function. It not only serves 
in the recognition of printed words, but also 
in their revisualization.'~ Failure in word 
memory as exhibited by poor visual recall of 
words has also been observed by Sinclair.'" 

We leave to the neuro-microscopists any 
detailed debate on theories, and proceed to 
show our battery of successful cases treated 
on the body-orientation basis utilizing a mir- 
ror by which the maierial to be taught and 
read is reviewed by the pupil as an inverted 
image with certain reversals of letters also 
appearing in the mirrored image. Note 
again that the vertical axis is inverted. This 
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requirement when employing the mirror had 
been heretofore overlooked. 

Our tests for mixed dominance are not 
elaborate. Many are extant (Albert Har- 
ris, e.g.)°**° We employ handedness, as writ- 
ing and throwing, eye by tube and aperture, 
step off, kicking, turning direction, family 
history of laterality different from the pu- 
pil’s and the thumb fold. 

The thumb, because of the number of cells 
(approximately |; of those of the hand) its 
representation superintends in the motor 
cortex of the brain, and in the thalamus, is 
undoubtedly a more important lead part in 
the physiology of the anatomy of the hand 
than we have heretofore believed. When the 
hands are clasped with digits interlaced, the 
potentially dominant thumb is on top of the 
other. The subject realizes at once which 
thumb feels more “‘natural” and comfortable 
atop the other. I have used, e.g., the left 
thumb fold as a clue to unresolved domi- 
nance in many poorly reading pupils who 
used the right hand exclusively. 

The Mirroreading* Board’ at which the 
pupil is seated is an accurately made device 
consisting of a properly angled mirror and 
an appropriately placed barrier. The latter 
conceals the actual reading material taught 
by the Mirror Technique.’ The pupil learns 
from the inverted image of the material in 
the mirror. 

During the year 1954-55, two clinics were 
set up in conveniently located schools to al- 
low children from neighboring schools to be 
transferred for service with Mirror Tech- 
nique. One of the authors (Barger) served 
as consultant psychiatrist, and the services 
of the two district psychologists, Frederick 
E. Speight, and Helene Lent were available 
at assigned times. The framework of learn- 
ing was rather ideally controlled. The par- 
ents taken into confidence, cooperated im- 
measurably. They were relieved at not hav- 
ing been the cause of some emotional diffi- 
culty which was erroneously assumed pre- 
viously to be blocking their child’s reading. 

In the previous year 1953-1954, one of our 
major findings in experimenting with the 
Mirror Technique had been the ability to 
identify children with mixed dominance by 
the Reading Readiness Test at the primary 
level. Although able to pass the concept part 
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of the test, they were unable to match the 
word symbols in the second part. Using this 
finding, a group of children with normal in- 
telligence or above who lacked word match- 
ing ability, and who had not responded to 
the classroom methods of teaching were 
taken for instruction after laterality tests 
were administered. After a short time with 
Mirroreading* ranging from 2-4 months, all 
these children were returned to the classes, 
and were capable of continuing their prog- 
ress under normal teaching methods. One 
of these children was able to retain 25 words 
after one session of teaching in the Mirror. 

Another group of six pupils from the 3rd 
grade showed comparable results during the 
same period of instruction with the Mirror. 
Two of the children obtained the highest 
scores on the New York City-Wide Test in 
Reading in May 1955. A conclusion to be 
noted here is that identifying the children 
at these early grade levels and using the 
technique with them is economical from 
two standpoints. The gap in the reading 
disability is not so extensive, and the sec- 
ondary emotional involvements concomitant 
with failure are not so deeply rooted. 

The children in the classes higher than 
the 3rd grade all showed outstanding gains. 
The high spot was reached by a child who 
gained three grades in five months of in- 
struction in the Mirror. The savings in 
terms of tempers, teachers’ time, and tax- 
payers’ funds are not to be overlooked. 
Equally important, the pupils have retained 
their new reading facility on follow-up. 

The 103 cases serviced throughout the dis- 
trict included children with I.Q.’s ranging 
from 85 to 143 and represented all types 
of socio-economic areas, Only two children 
failed to show adequate progress and were 
referred for further examniation. Later re- 
ports indicated neurological involvements of 
collateral aphasic nature. 


The clinics were continued during the 
school year 1955-56, and the same pattern of 
success has been observed. Over three years 
we have had approximately 300 cases who 
received this individualized reading serv- 
ice. The altogether prompt and definitive 
improvement shown when the diagnosis of 


*Copyright 1957, Robert L. Barclay. 
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mixed dominance is correct and uncompli- 
cated has warranted extension of the proj- 
ect in the New York City school system. 
The data will be added to the mounting list 
of children who have been helped to over- 
come a serious reading disability by the Mir- 
ror Technique. : 

In the beginning we checked numerous 
sample cases with the Betts binocular ma- 
chine*' found no significant aberrations. 
Kennary, Rabinowitch, and Wexler report 
no relevant difference between the amount 
of abnormality in the electroencephalogram, 
and either cortical dominance or ability to 
read.*- This would seem to rule out organ- 
icity as a factor. 

In the effort to determine the effect of 
reading in the Mirror on the fusion of the 
eyes, the Eames Eye Test was administered 
to a sampling of pupils. Results show that 
the fusion after the session with the Mirror 
corresponded exactly with the fusion before. 
The children show no apparent signs of fa- 
tigue when the focus is comfortable and the 
lighting adequate. 

Many children had been under intensive 
remedial instruction by experienced and ex- 
pert tutors for as much as 2!% years; kines- 
thetic methods, tactile methods, directional 
methods, etc., had been employed, but pupils 
were given up because of little progress. 
There had been concomitant psychotherapy 
in a number of the cases, without avail. 
When the Mirror Technique was introduced, 
many of the same children previously un- 
productive seemed to have the scales struck 
from their reading eyes, progressed under 
the Mirror Technique, and were able to re- 
turn to their grades or to show great im- 
provement. These children, therefore, served 
as an ideal experimental control. 

If their disability had been due to organic 
causes, it would have been irreversible; if it 
had been due to psychogenic causes, the ex- 
pert tutoring and therapy should have cured 
them. We therefore postulate that the condi- 
tion is of neuro-physiological origin, not or- 
ganic, and not emotional. 

Because of the frequent history of sinis- 
trality in the family, the further impression 
of a genetic origin was suggested. Handed- 
ness and lateral dominance would appear to 
have a deeper determinant in genetics than 
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is found in only custom, chance, and psycho- 
genics.** 

“Clinical observation and motion picture analysis 
have shown that there is a growth principle of 
functional asymmetry that is innate. This is abun- 
dantly illustrated by the spontaneous tonic-neck- 
reflex behavior of the normal infant in the early 
months. Handedness is not a simple trait, but must 
be regarded as a focal symptom of the current 
status of an everchanging action system, which, 
nevertheless, displays consistent symmetry and 
asymmetry trends over a long reach of growth. 
Data were assembled for 19 children, in whom the 
dominance during early infancy as ascertained by 
motion picture analysis was compared with the 
dominance shown in the cinema records at 1,5, and 
10 years. In 14 of the 19 the right or left face di- 
rection of the tonic-neck-reflex was definitely pre- 
dictive of later handedness. In five of the latter, 
handedness was ambiguous or contradictive. There 
were four in whom left-handedness was correctly 
foretold by a dominant left-tonic-neck-reflex in early 
infancy.’’?4 

The predominance of boys with reading 
difficulty, although explained on a sociologi- 
cal basis, could also be explained on a genetic 
basis in those with mixed dominance. 

It is important to note that with the Mir- 
ror an internalized physiological adjustment 
takes place to the mixed laterality, some- 
times after several lessons, in other cases 
after several months although externalized 
function does not shift. This internalized 
adjustment comes as automatically as the 
babe in the crib learns that up is down and 
right is left for gross vision when the bi- 
convex lens of his new-born eyes registers 
objects like a camera; the memory of ad- 
justment to topsy-turvy is lost before con- 
scious recollection is a reality. The reading 
pupil, once this adjustment is made, can re- 
linquish the use of the mirror. Mirror phe- 
nomena are not new,-” but the method of 
using inversion of the vertical axis of the 
print in the mirrored image, and the use of 
the mirror as a teaching instrument are. 

It is important to add that the pupil must 
accept the necessity of using the Mirror for 
a while, and want to learn to read. The poor 
reader with mixed dominance who does not 
improve with the Mirror should have fur- 
ther neuropsychiatric study in case some 
other constituent of the language-arts con- 
stellation is affected, possible in an aphasic 
manner, as spatial sense, spelling ability, 
manual moior agility for writing, perception 
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deafness, or speech fault.** Poor spellers 
frequently can have a degree of conceptual 
aphasia, The relationship of reading within 
the literary constellation, of mixed func- 
tional dominance, and of aphasia warrants 
further future interest. Reading facility 
and the unilateral dominance necessary for 
it’ are lately acquired evolutionary capaci- 
ties, and hence the more easily susceptible 
to dysfunction occasioned through ontoge- 
netic or phylogenetic origins.** 

Because the Mirror Technique has neuro- 
psychiatric implications, the use of it should 
be restricted to situations where all three of 
the following conditions prevail: 


1. Persons trained in employing reading techniques; 
these techniques include all eclectic necessities 
and skills but are used in the Mirror. 

2. Situations having as a supervisor an informed 
person in psycho-educational matters who can 
perceive any difficulties in the pupil’s progress 
due to related handicaps, and can advise if they 
are minor, or report them if they are major. 

3. A neuro-psychiatrist with a knowledge of the 
field of cerebral functions as a final consultant on 
particular cases which offer undue difficulty, as 
well as supervision for the entire clinical aspects 
of the program. 


In short, the Mirror Technique is intended 
to be an added implement in the armamen- 
tarium of the expert reading teacher, or 
other similarly skilled professional, for use 
with the pupil whose reading difficulty is 
based on a mixed lateral dominance. It is 
not for use by untrained persons, just as 
only x-ray experts can adequately handle the 
interpretation of x-rays, and the constant 
Rorschach interpreter can best appreciate 
the nuances of that test. 

It is not the purpose of this paper to ex- 
pand on the details of the Mirror Technique 
in use. This paper aims to present only the 
idea, and the results which have been ob- 
tained by the proper use of the technique. It 
should be mentioned, however, that failure 
to profit from its use when the presence of 
mixed dominance is established, calls for 
the neuro-psychiatrist to check for related 
conditions particularly in the field of apha- 
sia’’ as these can apparently spill over into 
the reading area. Also, the trained person 


comes to recognize what the authors ob- 
served laboriously, the signs when the pupil 
is ready to relinquish the use of the mirror. 
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There is always the concern that the pupil 
might continue too long, and precipitate a 
confusion of the confusion. One of the au- 
thors (Lavin) observed that practically all 
children have mirror reading facility until 
they reach the achievement levei for fourth 
grade reading, or just below.*’ The unad- 
justed mixed dominance child, however, can- 
not conveniently reach even that level with- 
out assistance in internalized adjusting to 
the mixed laterality. When mastery of the 
fourth grade material becomes possible, the 
pupil loses the power to read in the mirror. 
The teacher must constantly be on the look- 
out for the older child who wants to leave 
the mirror too rapidly, and feigns inability 
to employ it longer. It bears repetition and 
will be evident from these remarks that a 
skilled person under supervision only should 
employ the technique, and both these per- 
sons should have access to the clinical serv- 
ice of the neuro-psychiatrist. There are ex- 
pected secondary emotional factors around 
the core of mixed lateral dominance which 
usually resolve as reading improves. A child 
with a primary emotional block, rather than 
with a constitutional impediment in reading, 
should be handled by the psychiatrist on the 
psychotherapeutic level . . another example 
of the need for a clinical person to aid in 
diagnosing the pupil who has a reading dis- 
ability. 
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Results of Lobotomy Operations 


G. DONALD NISWANDER, M.D., WILLARD E. CUMMINGS, M.D., 
KERRY B. OAKEY, R.N., and EARL K. HOLT, M.D. 


A follow-up study of 92 consecutive pa- 
tients who have received lobotomy opera- 
tions has recently been completed at the 
New Hampshire State Hospital. The opera- 
tions were performed between August 26, 
1948 and December 14, 1954. This paper 
reports the results found in this follow-up 
study program during December 1955. 


Method of Study 

The selection of patients for the lobotomy 
procedure was approved by the entire medi- 
cal staff of the hospital on the basis of two 
factors. First, that the patient manifested 
chronic disturbed behavior or his clinical 
course indicated that a chronic disturbed 
state was developing; and second, some fea- 
tures of the patient’s responses were consid- 
ered to represent a residual potential for im- 
provement, e.g., good but unsustained re- 
sponse following electroconvulsive therapy. 
All patients received the McKenzie technique 
of operation when they were lobotomized. 
Twenty-two of the patients were men and 
70 were women. At the time of the study 
55 patients were still in the hospital and 36 
were outside the hospital. Only one, a 
woman, had died from heart disease up to 
the time of the study. However, her degree 
of psychiatric improvement is included in 
this report. The age at the time of the op- 
eration varied from 12 to 67 years with a 
mean age of 35 years. The duration of the 
present episode of illness prior to operation 
varied from one month to 30 years, with a 
mean duration of 9.5 years. In the psychotic 
patients the date of duration of the present 
episode of illness was taken after the onset 


From the Department of Psychiatric Research, 
New Hampshire State Hospital, Concord, New 
Hampshire. 


of psychosis without regard to previous 
symptomatology. 

Information for this follow-up study was 
derived from two sources. In the group of 
patients who were out of the Hospital at 
the time of this report, all were inter- 
viewed who were available by two of the 
authors, W.E.C., clinical psychiatrist and/ 
or K.B.O., a member of the Hospital So- 
cial Service Department. In addition in- 
formation was obtained from one or more 
relatives. Two patients were out of the 
state and not available for interviews. At 
last contact, before leaving the State of 
New Hampshire, excellent social adjust- 
ments had been maintained by these two. In 
the group of patients who remained hospi- 
talized at the time of the study the informa- 
tion was obtained from two persons who had 
known the patients over a period of time. 
These two people were one of the hospital 
staff psychiatrists and a member of the nurs- 
ing staff. In most instances there was gen- 
eral agreement as to the effects of the op- 
eration without the psychiatrist or nurse 
knowing what the other had reported. 

Table I lists the diagnosis of the patients 
included in this series of lobotomy patients. 


TABLE I—DIAGNOSIS OF PATIENTS 


Involutional Psychotic Reactions .......................0. 6 

92 


To evaluate the results of the lobotomy 
operations each patient’s condition was peri- 
odically classified into three groups: 

Group A—out of the Hospital 

Group B—improved in the Hospital 

Group C—unimproved in the Hospital 


\ 
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Results 
Table II demonstrates the status of the 
patients at yearly intervals following opera- 
tion expressed as actual numbers falling into 
Groups A, B and C, and shown as a per- 
centage of the cases available for compari- 
son at each time unit. 


Table III records the changes in the pa- 
tients’ status from one year to the next; 
70% or more showed no change. The larg- 
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TABLE II—ANALYSIS OF RESULTS 


ia 3 3 Number of Patients Per cent 
A B A B 
1 92 37 34 Zk 40 37 23 
2 75 32 25 18 43 33 24 
o 58 22 20 16 38 34 28 
4 32 12 12 8 37.5 37.5 25 
5 13 6 4 3 46 31 23 
6 7 4 2 1 BYs 19 24 
ff 3 2 1 0 66 34 0 
TABLE III—Post-LopoToMy CHANGES 
From A TO B, B TO C, OR VICE VERSA* 
Unchanged 70% 87% TI% 92% THX 
Down 1 step 7% 5% 10% 15% 0% 0% 
Down 2 steps 20% 1% O% O% O% 
Up 1 step 21% 6% 13% 6% 8% 25% 
Up 2 steps 0% 1% 0% 0% 0% 0% 


And one patient up one step (of 3 pts.) 7-8th yr. 


*Percentages indicate ratio of changed cases to total 
number of charges. Some patients changed more than 


once, 
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est change, 30%, was from the first to the 
second year. During this second year 21% 
improved, as contrasted with 9% who be- 
came worse. In subsequent years improve- 
ments in the group largely offset relapses. 

There were no deaths resulting from the 
lobotomy procedures. As noted, one patient 
died during the first year following opera- 
tion from rheumatic heart disease, after hav- 
ing improved psychiatrically. 

Three patients had one isolated grand mal 
convulsive seizure each within the first four 
months post-operatively. Two patients had 
three seizures each during the first four 
months post-operatively, with none since 
that time. Only two patients have required 
anti-convulsive medication for grand mal 
seizures since operation. One of these had 
epilepsy at the time of lobotomy and since 
operation has required smaller doses of anti- 
convulsants for adequate control. 


Summary 

On the basis of the selection of the pa- 
tients, the over-all results of these 92 post- 
lobotomy operations indicate that three out 
of four patients benefited from the proce- 
dure. On an annual analysis, the majority 
of the patients were stabilized by the end of 
the second year, and in subsequent years, 
such real worsening, aS was encountered, 
was offset by an equal number of patients 
who improved. 
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ment of Psychology, University of New Hampshire, 
and research consultant to the New Hampshire 
State Hospital, who assisted in the preparation of 
this manuscript. 


4 
q 
(2 
te: 


The development of antibiotics and ad- 
vances in preventive medicine in the last 
twenty years have reduced considerably the 
pediatrician’s case load. Infectious diseases 
that formerly occupied the major portion of 
his working hours are now handled by easily 
administered and highly effective antibiotics. 
The complications of infectious diseases, 
such as mastoiditis and empyema, are be- 
coming clinical exceptions rather than daily 
problems. Better public sanitation and in- 
oculation have long since emptied the wards 
of their lines of typhoid and diphtheria pa- 
tients. Improved socio-economic standards 
and better nutrition are reducing the inci- 
dence of a wide spectrum of diseases, from 
rickets to rheumatic fever. 

In the place of these formerly frequent 
and time-consuming problems the pediatri- 
cian is now faced with increasing demands 
for attention to the psychological and or- 
ganic disturbances of the central nervous 
system. The emotionally upset child, the 
mentally deficient child, and the organic 
brain-damaged child are presented for atten- 
tion. 

The increased incidence of emotionally 
upset children is probably more apparent 
than actual. Problems, such as feeding 
difficulties, which were formerly classified 
as having some organic basis, cannot be so 
handled in an era when diagnostic proce- 
dures have become more definite. Behavior 
disturbances, formerly handled on moral 
and disciplinary levels, are sometimes pre- 
sented by parents as medical problems; the 
public has increasingly come to feel that be- 
havior disorders are, at least in part, the 
province of the doctor. There is a steadily 
increasing percentage of patients in pedi- 
atric practice to whom the only true service 
the doctor can render is to explain and listen. 

The organic brain-damaged child, the cer- 
ebral palsied child, and the mentally defi- 
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Psychiatric Services in a Pediatric Hospital 


A. H. CHAPMAN, M.D., LORAINE PILKEY, M.A. 
and MARY JANE GIBBONS, M.S.S.W. 


cient child no longer commonly die in in- 
fancy from pneumonia, septicemia and nu- 
tritional deficiencies. They live, by virtue of 
medical progress, and are presented as prob- 
lems to the pediatrician and the pediatric 
hospital. Those who deal with children are 
confronted with a changing case load; the 
largest group of new problems lies in the 
field of the functional and organic difficul- 
ties of the central nervous system. From 
all appearances, the trend will grow as med- 
icine progresses in the next decades. 

In recognition of these needs there is a 
tendency to organize psychiatric teams 
within the structure of pediatric hospitals. 
This article deals with the organization, ac- 
tivities and scope of such a service; a re- 
view of the characteristics of 195 consecu- 
tive cases seen by our unit is presented. It 
is felt that these patients are characteristic 
of the case-load of a psychiatric team oper- 
ating in a pediatric hospital, and will tend 
to give an over-all picture of the nature of 
this growing segment of pediatric practice. 


The Organization and Activities of 
the Unit 


Emotional problems of children are fam- 
ily problems; they are the product of dis- 
turbed parent-child relationships. Psychia- 
tric services for children must therefore in- 
clude resources to deal with parents; hence 
a psychiatric social worker is included in the 
clinica] team. Children have limited capaci- 
ties for talking and explaining themselves; 
consequently, the clinical psychologist with 
his battery of personality testing materials 
is essential. The other member of the clini- 
cal team is the psychiatrist, a physician with 
special interests and training in emotional 
problems of children. This is the clinical 


team that grew up in the child guidance 
clinic movement; the rationale for its con- 
tinuation in psychiatric services in pediatric 
hospitals is equally valid. 

When such a psychiatric unit is estab- 
lished in the hospital, it will be found that 
the volume of referrals will not permit a 
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classical child guidance work-up of the en- 
tire family structure; this would include in- 
terviewing the parents at length and several 
psychological sessions with the child, as well 
as the psychiatrist’s evaluation of the child. 
Such an adherence to classical child guid- 
ance techniques would soon result in lengthy 
waiting lists and a small number of pa- 
tients seen. The psychiatric team would 
cease to function as an integrated medical 
facility in the hospital and would soon find 
itself in a clinical corner functioning out of 
contact with the other clinics and the wards. 
The physicians in the hospital would tend to 
grow skeptical about a service which pro- 
claimed its growing clinical importance, and 
was then unable to see patients, even for 
diagnostic help. A hospital is geared to give 
its diagnostic services, such as laboratory 
activities or specialty clinics, rapidly; if psy- 
chiatry alone stands with long delays, phy- 
sicians will return to getting along without 
it, and the prime values both in teaching and 
patient services will be lost at the outset. 

To avoid this the authors have set up a 
psychiatric screening service which sees all 
cases, except those referred for intelligence 
testing only. The child and parent, if out- 
patients, are interviewed separately by the 
psychiatrist in one visit; a diagnostic sum- 
mary is dictated, outlining impressions and 
giving suggestions to the clinic physician on 
the general management of the problems in- 
volved. The screening is best done by the 
psychiatrist, who can better look at the case 
from the viewpoint of the referring doctor 
and can thus make suggestions which are 
practical and acceptable to the referring 
physician. It is important that the report 
from the psychiatric screening service be put 
into the medical record before the patient is 
seen on his next pediatric clinic visit; the 
reports must be concise, and in conventional 
medical language rather than esoteric psy- 
chiatric terminology. 

Out of the cases which pass through the 
service, certain cases will thereafter receive 
a more extensive work-up by the complete 
clinical team. The choice of such cases will 
be determined by varied factors such as (a) 
how busy the psychiatric team is, (b) the 
interest or pressure of referring doctors, 
and (c) the necessity for further work-up 
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for even a minimal understanding of some 
cases. 

An important function of the psychiatric 
unit is to act as a clearing house for the re- 
ferral of children and parents to any indi- 
cated psychiatric or social work services in 
the community. At times, for instance, after 
evaluation of a case, the most profitable pro- 
cedure is to refer the parents to a social 
service agency for work on their marital 
problems. Selected cases, where there is 
good motivation for treatment, may be re- 
ferred to available child guidance clinic fa- 
cilities. Selective and judicious use may be 
made of county welfare offices and other 
similar agencies. In some situations rec- 
ommendation for institutionalization consti- 
tutes the only possible referral. Referrals 
must, in our experience, be made sparingly. 
The number of disturbed children and upset 
parents seen in a psychiatric diagnostic serv- 
ice usually far exceeds the capacity of com- 
munity services to deal with them. The best 
motivated, those with the best prognosis, 
or the most desperate cases, are those re- 
ferred. 

As a rule the functions of the psychiatric 
unit will be diagnostic and counseling. Ex- 
tensive interview treatment can go on only 
where personnel is generously available. 
Treatment by the psychiatric team will fall 
into several broad categories; (a) counsel- 
ing of parents and interpretation to them of 
the diagnostic status of the child, and rec- 
ommendations for treatment that will bring 
about the most satisfactory solution of the 
problem, (b) interpretation of psychoso- 
matic aspects of a medical condition, (c) 
some limited exploration and interpretation 
of parental attitudes, (d) supportive work, 
or limited interpretative work, with in-pa- 
tient children, (e) advice to referring phy- 
sicians on the most judicious management 
of a case, (f) occasional prolonged interview 
therapy of parents and child, depending on 
available time and personnel. 

Another important function of the psy- 
chiatric unit is participation in a training 
program for graduate and student nurses. 
This is an avenue for approaching the men- 
tal hygiene aspects of nursing routines and 
general management procedures in the hos- 
pital. Orienting ward personnel to the prob- 
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lems of a therapeutic mental hygiene milieu 
is a central function of the psychiatric unit.' 
Members of the unit can participate in dis- 
cussions of the best way of admitting chil- 
dren on the wards. The area of the mental 
hygiene of hospitalized children and amelio- 
rating the stress of the hospital experience 
for the child, represents a significant area 
for activities of the unit.° 

To plan any special wards for the treat- 
ment of psychotic or very disturbed children 
should be the last step in the development 
of psychiatric services in a pediatric hospi- 
tal. Such wards are expensive, require much 
carefully supervised personnel and take up 
a great deal of time. It is our feeling that 
psychitric services in a pediatric hospital 
should be firmly established and accepted be- 
fore special psychiatric wards are attempted. 
The need for the latter is great, but they 
can be successful only when generously 
staffed, well financed, and built on the basis 
of previously established psychiatric serv- 
ices, 

Much future professional personnel of the 
community passes through a hospital. In- 
terns, residents, and student nurses are the 
community physicians and nurses of the fu- 
ture. One way to begin to meet the exten- 
sive mental hygiene needs of children in a 
community is to put good psychiatric con- 
sultation and teaching services in institu- 
tions through which professional personnel 
pass in their training period. This is prob- 
ably the greatest basic function of a psychia- 
tric unit in a pediatric hospital. The ward 
consultations, the many contacts with the 
house-staff and nurses, the availability of a 
psychiatric report in a clinic record to help 
a perplexed intern deal with a puzzling prob- 
lem—these are subtle, pervasive, and im- 
portant aspects of the unit’s activities. 


Survey of Cases Seen 

What kind of cases are referred to a psy- 
chiatric team working in a pediatric hospi- 
tal? A general picture of the types of cases 
seen may be obtained from a summary of fi- 
nal diagnoses of 195 consecutive cases. Offi- 
cial 1952 American Medical Association 
nomenclature of diagnostic terms is used. 
Personality and/or behavior disorders ............ 
9% 
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PSYCHOSOMALIC TEACHONS 9% 
NO Psychiatric Patholovy 10% 

Organic brain syndrome without mental de- 
100% 


The largest single group of patients con- 
sists of mentally deficient children who are 
referred for a definitive intelligence testing 
by the psychologist. These cases take up 
less time than other cases; hence, though 
they loom large in statistics of total number 
of patients they occupy only a small seg- 
ment of the working hours of the psychiat- 
ric team, Inielligence testing is a basic serv- 
ice that the wards and clinics need in man- 
aging these patients. The referring phy- 
sicians and nurses are in a much sounder 
position in working with the children when 
their specific I.Q.’s are known. 

To get a more accurate idea as to how the 
psychiatric team spends its patient-service 
time, the final diagnoses are given on 113 
consecutive cases seen for difficulties other 
than mental deficiency. 


Personality and/or behavior disorders ............ 44% 


TEACHONS 17% 
16% 
NO MSYCHIALTIC 16% 

Organic brain syndrome withont mental de- 
100% 


From these figures, it can be seen that the 
most frequent referral is for behavior dis- 
orders. The bulk of these children fall in 
one of the following groups: (a) adjustment 
reactions of adolescence or childhood, (b) 
schizoid children, (c) the passive-aggres- 
sive group of difficulties, which includes the 
overly aggressive disorders at one end of 
the scale and the passive children who in- 
hibit their assertive feelings unduly, at the 
other end of the balance. Psychogenic enu- 
resis is there classified under the type of per- 
sonality disorder that is causing it. 

In the psychoneurotic reactions, the ma- 
jority are cases of conversion hysteria; a 
few obsessive-compulsive disorders and anx- 
iety reactions are seen. The types of con- 


version hysteria seen were, in decreasing 
frequency, seizures, blindness, syncope, pain, 
and aphonia, 
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In the group of psychosomatic disorders, 
the largest group, 11 out of 17 cases, con- 
cerned the gastrointestinal system; included 
were cases of duodenal ulcer, ulcerative co- 
litis, encopresis, psychogenic megacolon, 
vomiting, etc. We have been continually 
impressed with frequency of psychogenic 
gastrointestinal complaints in children.*' 

Sixteen per cent were classified as “no psy- 
chiatric pathology.”’ These included (a) chil- 
dren referred for intelligence testing for ad- 
ministrative purposes, such as to qualify for 
aid trom crippled children’s funds and were 
found to be normal in intelligence, (b) cases 
where it was felt that the disturbance was in 
the mother mainly and the child was reason- 
ably healthy, (c) children who were referred 
back to the pediatric clinic where organic 
causes of pathology were later found to ex- 
plain the symptoms. 

It is interesting to compare this group of 
patients with the case load customarily seen 
in a child guidance clinic operating outside 
a hospital setting. The differences consist 
of: (a) the much higher incidence of men- 
tally deficient children seen in a hospital set- 
ting, (b) the greater number of children 
with psychosomatic disorders in the hospital 
group, and (c) the large number of children 
seen with conversion hysteria, a compara- 
tive rarity in the child guidance clinic. Gen- 
erally speaking, the number of psychotic 
children seen in each setting tends to be 
about the same. Personality and behavior 
disorders form a large part of the patient 
load in both the hospital and the child guid- 
ance clinic settings. 


Emotional Aspects of Hospitalization 


There has been increased interest in the 
last decade in the emotional impact of a hos- 
pital experience on a small child. The large 
volume of research done in this field points 
to the fact that hospitalization, and espe- 
cially surgery, can be an experience of the 
greatest importance in the emotional devel- 
opment of the child. Being separated from 
parents and introduced into a strange envi- 
ronment where the purpose and meaning of 
physically painful procedures is not clear, 
may be an intensely disturbing experience 
for a child. Much evidence points to the 
possibility that such an experience may have 
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far-reaching consequences in the develop- 
ment of later psychiatric symptoms and 
characterological difficulties. 


There is an extensive body of data on how 
the stresses in young children of hospitaliza- 
tion and surgery may be ameliorated. The 
psychiatric team can be of service to the 
hospital and its patients by helping to or- 
ganize the activities and procedures by 
which the best possible emotional milieu 
may be created in the pediatric ward. This 
involves work on ail levels, with the physi- 
cians, the nurses and the aides. Such proce- 
dures vary in scope, from the simple act of 
putting each child’s nickname or commonly 
used name on the foot of his bed on a piece 
of adhesive tape so that each person may 
readily call him by the name he knows, to 
a reconsideration of entire routines such as 
admission procedures, The slow but pro- 
gressive introduction of such attitudes and 
data into the hospital setting represents an 
extensive field for the collaborative efforts 
of the psychiatric unit and the hospital staff. 


Summary 


The development of antibiotics and better 
preventive medicine is resulting in a pro- 
gressive change in the pediatric case load. 
Increasingly, the pediatrician is being con- 
fronted with the psychological and organic 
problems of the central nervous system. To 
meet this growing need, the introduction of 
psychiatric teams in pediatric hospitals is 
becoming more common. The organization, 
activities and scope of function of a psychia- 
tric team in a pediatric hospital, are de- 
scribed. A survey is given of the clinical 
characteristics of a series of 195 consecu- 
tive patients seen by such a psychiatric unit. 
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Effect of Perphenazine (Trilafon) on Modification of 


Crude Consciousness 


N. L. MASON-BROWNE, M.A., M.B., CH.B., and J. W. BORTHWICK, B.A. 


Since the recent warning of the Research 
Committee of the American Psychiatric As- 
sociation against the indiscriminate use of 
the so-called ‘tranquilizing’ drugs, and with 
the appearance of still more of these agents 
of even greater potency on the market, the 
necessity for controlled studies becomes ur- 
gent. It is necessary, as Stewart Wolf! has 
pointed out, that acceptable evidence of the 
efficacy of drugs be available before those 
drugs are prescribed. This paper presents 
the results of a preliminary clinical investi- 
gation into one of the newer agents which 
is stated to have a potency several times 
greater than chlorpromazine. 

The reticular activating system of the 

rain stem as described by Moruzzi and Ma- 
goun* and by Jasper’ is probably the prin- 
cipal site of activity of chlorpromazine. We 
consider that lesions affecting the ascending 
reticular activating system produce altera- 
tions in basic or crude consciousness rather 
than in specific modalities of consciousness.‘ 
Sulman and Winnick’ believe that chlor- 
promazine has a suppressor effect upon the 
alerting mechanism and produces autonomic 
and endocrine functional changes through 
action on the hypothalamus. 

A drug similar to chlorpromazine in its 
site and mode of action, but with several 
times its potential, should be capable of be- 
ing given in effective doses small enough to 
minimize the risks of side effects. Such a 
drug given in a non-toxic dosage, and be- 
cause it is similar but more powerful in its 
activity, should produce alterations of beha- 
viour, emotion, and level of awareness, and 
thus confirm the importance of the mesendi- 
encephalic alerting system in the regulation 
of general behavior. 

Perphenazine (Trilafon) is an amino-de- 
rivative of chlorphenothiazine. It is similar 
to chlorpromazine and may be assumed to 
act principally upon the alerting system of 
the brain stem. Animal experiment dem- 
onstrates that its potency is five to ten 
times greater than chlorpromazine. 


Ayd’ found it useful in the treatment of 
anxiety in geriatric patients. He found side 
effects to be rare in doses of 30 mg. daily or 
less and such dosage was effective in the 
alleviation of symptoms. 

This preliminary study of the drug was 
designed to test further its efficacy and to 
determine whether changes produced by it 
could reasonably be ascribed to action upon 
the reticular activating system. The diffi- 
culties of assessing the value of new thera- 
peutic agents are manifold. Modern psy- 
chiatric therapy is triadistic. Similarly, any 
drug given to a patient has a three dimen- 
sional effect: psychological, social, and phys- 
iological. This study attempts to determine 
the specific pharmacotherapeutic activity of 
perphenazine by reducing or equalizing ad- 
juvant influences, so far as that is possible. 
The methods used are such that they can be 
repeated in any mental hospital setting with- 
out the use of special equipment. It is con- 
sidered that this is an essential, but all too 
often forgotten, prerequisite of clinical re- 
search. 


Method 


(a) Selection of patients: A sample of 75 
chronic patients was used, consisting of 36 
men and 39 women. Average age was 41.8 
years (minimum 20 years, maximum 54 
years). Average duration of hospitalization 
was 12.7 years (minimum 1 year, maximum 
36 years). Chronic patients were chosen 
because of their availability and since they 
displayed a fairly uniform cultural stability 
and resistance to therapy. All the patients 
had been in hospital long enough to permit 
the assumption that changes produced were 
not due to fluctuations in the course of the 
illness, or to spontaneous improvement. All 
the patients displayed anxiety, over-activity, 
or were problems in nursing management, 
although they displayed these signs to vary- 
ing degrees. It would be naive to suppose 
that the group was anything other than 
heterogeneous. It is frequently forgotten 
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that this applies to almost every group used 
in clinical research. All, however, had re- 
ceived one or more of the usual somatic 
therapies, with poor result, and all were con- 
sidered to have a poor prognosis. 

(b) The examiner: The senior author 
(NLMB) was the physician normally re- 
sponsible for the care of all the patients. He 
personally tested all in ways to be de- 
scribed. The use of a single examiner tended 
to equalize the well-known effect of an ex- 
aminer’s personality characteristics and en- 
thusiasm upon variations in clinical obser- 
vations. The effect of a subject’s conception 
of the examiner as an authority figure or not, 
or as an arbiter of discharge was also equal- 
ized as far as possible by retaining the test- 
ing in the hands of a single individual known 
to all patients. In this way also, the varying 
influences upon data of different observers 
of differing orientations was minimized. 

(c) Setting of the study: The patients re- 
mained in their usual wards within the same 
building. This was held preferable to set- 
ting up a separate research unit for many 
reasons including the short duration of the 
study and the fact that it was thought bet- 
ter to leave patients in situations in which 
equilibrium had been established. The wards 
were fairly uniform in respect to physical 
conditions. 

(d) Administration of the drug: The 
double blind technique was employed. It 
would seem unnecessary to emphasize that 
no clinical assessment of a drug can be con- 
sidered valid unless such a method is used, 
but a welter of useless material continues to 
appear. The patients were divided into three 
groups of 25 persons each, labeled A, B, and 
C. Each consisted almost equally of males 
and females, and were matched as far as pos- 
sible in respect to age. Group A received a 
16 mg. placebo tablet three times a day. 
Group B received a 16 mg. perphenazine tab- 
let three times a day. Group C received a 
25 mg. chlorpromazine tablet three times a 
day. The tablets were exactly the same in 
size, shape, and color. Tablets were sup- 
plied to wards in uniform individual con- 
tainers bearing a label which stated the pa- 
tient’s name only. Nurses and physicians 
were unaware of which patient was receiv- 
ing which tablet. The key to the identifica- 
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tion was held by the pharmacist and not 
revealed until completion of the study. A 
further seven female patients were later 
added to the study. These had been receiv- 
ing large doses of chlorpromazine which had 
produced no changes. While on the trial, 
four of these patients were given perphena- 
zine tablets and three received the placebo. 
Dosage was that indicated above. These 
seven patients were not submitted to testing 
as described below. The criteria of effects 
of drugs are not always measurable, and for 
that reason, as Wolf' has pointed out, blind 
placebo control is important so that inac- 
curacies of observation are randomized and 
lack of precision in quantifying data is equal- 
ized. 

(e) Duration of trial: Drugs were admin- 
istered daily by mouth for 30 days. For at 
least one week prior to start of medication, 
and following the end of the trial, no other 
medication or any other therapy, including 
psychotherapy, was given. Patients were, 
however, permitted to engage in any recrea- 
tional, occupational, or other activities to 
which they were accustomed. 

(f) Laboratory investigations: Routine 
urinary examinations, white blood count, and 
alkaline phosphatase tests were carried out 
on each patient immediately prior to start- 
ing medication and on completion of the 
trial. 

(g) Nursing records: Nurses in charge of 
wards kept daily notes of the following 
items: blood pressure, temperature, pulse, 
respiration, frequency of micturition, bowel 
movement, nasal congestion, appearance of 
skin rashes or incidence of tremors or 
twitchings, presence of nausea, degree of 
restlessness, anxiety, tension, alertness, con- 
fusion, socialization and interest in self, and 
appearance or disappearance of insomnia. 
Finally, chief nurses were asked to sum- 
marize their opinion of the effect of the 
medication at the end of the trial. Nurses 
were asked to avoid giving patients included 
in the trial any increased attention, but this 
may have been unavoidable. 

(h) Ratings: All patients were rated by 
the writer before the start and on completion 
of medication, The Wittenborn Psychiatric 
Rating Scale was used. The scale provides 
for the quantitative evaluation of behavior. 
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It is restricted to discernible behavior, is 
descriptive, and involves direct observation 
requiring little interpretation. These quali- 
ties are designed to minimize the effect of 
subjective bias or orientation on the part of 
the examiner. A rating procedure was chosen 
since it simplifies and objectifies clinical ob- 
servation and recording. The acute anxiety 
cluster derived from the factorial analysis 
studies of Wittenborn* was used. This cluster 
consisted of 12 scales; 1, 3, 4, 13, 15, 18, 
22, 23, 28, 38, 45, 47 each being composed of 
three or four statements variously weighted. 

(i) Testing: Each patient was submitted 
to a battery of tests before the start and on 
completion of medication. In choosing tests 
the following principles were considered. 
Tests were sought which would give a quan- 
titative objective estimation of attention, 
concentration, memory, learning, and of ba- 
sic perceptual and motor function which did 
not require literacy to be performed. In ad- 
dition, tests which involved emotional fac- 
tors least, and in which the practice factor 
would be approximately equal were pre- 
ferred. Tests involving special equipment, 
although preferable in many respects, were 
excluded since it is believed that all clinical 
investigations of this kind shouid be sus- 
ceptible of easy repetition by other workers. 
Six tests were selected: 

1. Tapping test: This forms one of the MacQuar- 
rie tests for mechanical ability® originally designed 
to provide objective measurement of specific apti- 
tudes. It measures speed of motor discharge and is 
influenced by tension and anxiety. The subject is 
presented with a regular series of printed circles of 
about 3g inches in diameter. After a short practice 
period and on the word “go” he is asked to place 
three dots in each circle as rapidly as possible. After 
30 seconds he is stopped, and the number of cor- 
rectly dotted circles is counted. 

2. Dotting test: This test has the same derivation, 
function, and method of marking as the tapping 
test. A staggered series of circles of about 3/16 
inches in diameter is presented, and the subject is 
required to make one dot in each circle. He is given 
20 seconds for the test. 

3. Digit symbol test: This was extracted from the 
Wechsler-Bellevue Scales. It is purported to meas- 
ure learning and visual motor efficiency. The sub- 
ject is presented with an unordered series of 75 
numbers using the digits 1 to 9. Each number has 
a space below in which the subject is required to 
place a symbol associated with that number ac- 
cording to a scheme placed before him. After a 
short practice he is given 114 minutes for the test. 
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4 and 5. Digits forward and digits backward tests: 
These tests were also extracted from the Wechsler- 
Bellevue Scales. They measure retention and im- 
mediate recall. 

6. Porteus maze test: Gardner and his associ- 
ates!° found greater improvement after reserpine in 
maze scores than after chlorpromazine. Porteus!! 
found that chlorpromazine resembled lobotomy in 
producing a marked drop in scores. The implica- 
tions regarding the site of action of chlorpromazine 
and similar drugs are obvious and influenced the 
authors to include this test in the battery. It meas- 
ures principally the subject’s capacity for making 
a planned response to an increasing range of rel- 
evant stimuli. On completion of medication the 
test cards were presented upside down to minimize 
the learning factor. No qualitative scoring was 
done. 


(j) Statistical procedures: Each individ- 
ual’s score was based upon the change from 
first to second testing. For convenience of 
interpretation, the tapping and the dotting 
tests were combined, since their derivation 
and function are similar. For the same rea- 
sons, digits forward and digits backward 
were also combined into a single score. Thus 
five separate scores were obtained for each 
individual subject under the headings: Rat- 
ing Scale, Tapping and Dotting, Digit Sym- 
bol, Digit Span, Porteus Maze. An analysis 
of variance was made for each of the five 
separate scoring categories to determine sig- 
nificant variations between the placebo, per- 
phenazine,and chlorpromazine groups. Where 
significant variations were discovered a t¢ test 
was used to determine the source of varia- 
tion. The point or level of significance was 
set at 5 per cent. 


Results 


These are summarized in Table 1 for the 
75 patients who were tested. The statistical 
findings are summarized in Tables 2 and 3. 

The perphenazine group was reduced to 23 
when two patients developed untoward side 
effects necessitating their withdrawal from 
the study. One patient from each of the 
other two groups refused testing on com- 
pletion of medication and were also excluded 
from the calculations. In the rating and in 
all the tests, with the exception of the Por- 
teus Maze, patients treated with perphena- 
zine showed the greatest change towards im- 
provement, while those receiving placebo 
showed least change. It is of particular in- 
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terest that in the Maze Test patients receiv- 
ing perphenazine showed the greatest degree 
of decrement, those given placebo showed 
least worsening, while chlorpromazine oc- 
cupied an intermediate position. 

All patients were assessed clinically by 
the nursing staff and occupational therapist 
daily during the trial, and by the psychiatrist 
before the start and at completion of medi- 
cation. Results of these assessments are in- 
dicated in Table 4. They were made on the 
basis of observation for such manifestations 
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as restlessness, anxiety, alertness, socializa- 
tion, appearance, and degree of interest. Pa- 
tients were categorized as improved (1), un- 
improved (U), or worse (W). In view of 
the many invalidities involved in this subjec- 
tive manner of assessment, more subtle cat- 
egorization was not attempted. The assess- 
ments were made independently. 

There was a close correspondence of nurs- 
ing and psychiatric assessment. Reports 
from the occupational therapy department 
agreed in all respects with nursing reports. 


TABLE 1—SUMMARY OF RESULTS 


B A 
Perphenazine Chlorpromazine Placebo 

_& _& mes 
sas so ss 

—4,9 —1.7 —1.1 

+3.3 +0.8 +1.0 

+4.0 +1.0 +0.5 

+2.0 +0.3 —0.6 

3 —0.1 0 
+0.4 0 0 

+0.6 +0.1 +0.1 
PAVING 42.5 (Min. 33) 39.7 (Min. 20) 43.2 (Min. 30) 
(Max. 54) (Max. 52) (Max. 54) 
Average Duration of Hospitalization ........ 13.3: €Nan: 2) 11.4 (Min. 1) 13.3 (Min. 1) 
(Max. 29) (Max. 36) (Max. 31) 


TABLE 2—SUMMARY OF STATISTICAL RESULTS 
Analysis of Variance 


Source of Variation Sum of Squares d.f. Mean Square 
Within 478.97 68 7.04 
Total 636.96 
F= 79.0 = 11.3 Sig. at 1° point 
7.0 
Bid Between 611.07 2 305.54 
Within 4715.68 68 69.34 
Total 5326.75 
F = 305.54 = 4.4 Sig. at 5% point 
69.34 
Within 1416.13 68 20.82 
Total 1540.23 
F= 62.05= 2.9 Not significant 
20.82 
Within 1320.01 68 19.41 
Total 1326.37 
F= 318=  .16 Not significant 
19.41 
Within 244.63 68 3.59 
Total 260.54 
F= 7.96= 2.2 Not significant 


3.59 


é 
st 
| 


TABLE 3 
(t = Test) 


Rating Scale 
Perphenazine-Placebo: 
t= 65- 9.9 = 4.25 
8 
Chlorpromazine-Placebo: 
t= 9.3- 99= .93 
64 
Tapping and Dotting 
Perphenazine-Placebo: 
t = 27.7 - 21.0 = 2.55 
2.62 
Chlorpromazine-Placebo: 
t = 21.9-21.0=— 47 
1.89 


Sig. at 1° level 


Not significant 


Sig. at 5°, level 


Not significant 


TABLE 4—CLINICAL ASSESSMENTS 


Nursing Perphenazine Chlorpromazine Placebo 
Assessment: 

I 10 3 1 

U 6 18 20 

Ww 7 3 3 
Psychiatrist 
Assessment: 

I a1 3 1 

U 7 i leg 19 

5 4 
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It will be seen that these subjective evalua- 
tions closely parallel the ratios obtained in 
the rating scales. 

All those patients shown as worse in the 
perphenazine group were those who exhib- 
ited side effects. Worse patients in other 
groups were so categorized because of de- 
terioration in behavior or mood. 

In addition to the 75 patients originally 
included in the test, a further seven female 
patients were later added. These were not 
submitted to rating or any of the specific 
tests described. Perphenazine was given to 
four of them, and three received placebo. 
Dosage and duration of medication were the 
same as for the main group. These seven 
patients had been clinically very anxious or 
agitated and had been treated with large 
doses of up to 53,200 mg. of chlorpromazine 
during the preceding two months. The two 
youngest of the four receiving perphenazine 
showed clinical improvement in the spheres 
of decreased anxiety and agitation and in- 
creased accessibility, although one devel- 
oped Parkinsonian signs. None of the three 
receiving placebo showed any change. 

Laboratory investigations of urine and 
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blood and alkaline phosphatase tests carried 
out at the start and completion of medica- 
tion failed to show any abnormality in any 
patient. 

Side effects occurred in five of the pa- 
tients treated with perphenazine. These took 
the form of dizziness, nausea, tremors, Par- 
kinsonian signs, slurring of speech, in- 
creased salivation, and markedly increased 
diaphoresis. One developed auricular fibril- 
lation and then another exhibited a grossly 
swollen tongue seriously interfering with 
swallowing. The administration of medica- 
tion was discontinued. On breaking the 
double-blind key at the completion of the 
trial, it was found that of the nine patients 
with side effects, one belonged to the small- 
est group of seven added later and not sub- 
mitted to the testing procedures. This pa- 
tient had been given perphenazine. Seven 
of the remainder belonged to the perphena- 
zine group. These seven were assessed as 
clinically worse and all showed a deteriora- 
tion in test performance. It is of consider- 
able interest that the remaining patient who 
displayed side effects belonged to the placebo 
group. This patient showed marked Par- 
kinsonian features and became very un- 
steady. These side effects appeared between 
the 7th and 18th days of the medication. Hy- 
potension was not found. 


Discussion and Conclusions 


It is now established that the mesendien- 
cephalic alerting system and associated 
areas have a profound influence upon the 
level of crude or basic consciousness, what 
might be called the general substratum or 
background of consciousness. These areas 
have a corresponding importance in the reg- 
ulation of behavior. Gellhorn' has stressed 
the psychiatric implications of these facts. 
It is known that chlorpromazine in large 
doses stimulates part of this system and 
that such stimulation, however initiated, 
produces Parkinsonism. It may therefore 
be expected that a drug similar pharmaco- 
logically to chlorpromazine but with greater 
potency might produce similar results, point- 
ing to a similar site of action in the reticular 
activating system. Parkinsonian features 
were produced in eight out of 29 patients re- 
ceiving perphenazine in this study. 
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The study showed that patients receiving 
perphenazine tended to show greater im- 
provement in the testing procedures than 
patients in the other groups. The tests given 
measured integrative function below the 
highest levels of purposiveness and abstrac- 
tion, and yet above the lowest multi-neuronal 
reflex levels. It may be assumed that tap- 
ping and dotting are probably the tests 
which are least involved in cortical function- 
ing, and are more closely allied to the func- 
tion of the reticular formation. Maze trac- 
ing, digit symbol, and digit span are prob- 
ably more closely associated with the usually 
accepted cortical functions of planning, 
learning, and recall. 


Tapping and dotting showed the only sta- 
tistically significant variation in actual per- 
formance. The source of variation was 
shown to be significant for perphenazine but 
not chlorpromazine, although the change in 
the latter was in the expected direction. In- 
sofar as the other tests, which we assume 
measure higher-order function, did not show 
significant differences, it may be postulated 
that the site of action of the drug is at the 
subcortical level. 

Maze results were not statistically sig- 
nificant but were in the expected direction, 
showing a decrement in performance. This 
phenomenon has been found following psy- 
chosurgery, notably topectomy of areas 9 
and 10, and severance of thalamo-cortical 
connections to those areas. It seems prob- 
able therefore that the functions measured 
by the mazes are among those mediated by 
the reticular activating system. 

The rating scale for anxiety also shows a 
statistically significant variation. The source 
of variation was shown to be significant for 
perphenazine but not for chlorpromazine. It 
is, of course, a different sort of measure than 
the performance tests, being a scale based 
on the examiner’s rating which may have 
been subject to clues other than those that 
the scale purports to measure. 

While it is not overlooked that statistical 
evaluations, although inescapable, do no 
more than indicate probability, it is never- 
theless believed that the clinical and statis- 
tical evidence obtained in this study gives 
reasonable grounds to postulate that per- 
phenazine and chlorpromazine both have 
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their site of activity at the reticular forma- 
tion. The function of these drugs therefore 
appears to be to modify crude consciousness 
or awareness, Their effects upon anxiety 
and their so-called “tranquilizing” effects 
are secondary and misleading. 

The use of the term “tranquilizer” also 
has numerous undesirable sequelae, particu- 
larly since it has been adopted by the lay 
press. Not least amongst these sequelae is 
the indiscriminate use of these drugs by the 
public. It is suggested, therefore, that a 
more scientifically accurate and at the same 
time more desirable name might be “‘sciotic” 
drugs, meaning those drugs pertaining to 
basic awareness. 


This study was undertaken not only because 
of its theoretical implications regarding 
the site of activity of perphenazine, and the 
wider implications which have not been re- 
marked upon here, but it was also undertaken 
to assess the usefulness of the drug. To this 
end a double blind study using a placebo was 
carried out and has been described in detail. 
In this way adjuvants to therapy and extra- 
neous factors were equalized as far as pos- 
sible, since, of course, the effects of drugs 
are not necessarily a function of their phar- 
macological properties. The use of a placebo 
is itself open to numerous invalidities, par- 
ticularly since few placebos are ideal in pro- 
ducing exactly the same side effects as the 
potent drugs being tested. Placebo effects 
can themselves be powerful, and the occur- 
rence of Parkinsonian features in a patient 
receiving placebo in this study effectively 
illustrates this point. It is also true that 
the active drugs may themselves have 
placebo properties. 


In spite of these difficulties, it is believed 
that the test of perphenazine reported here 
is a fair assessment of this new “sciotic” 
drug. It should be emphasized, however, that 
the continued use effects of the drug have 
not been measured, and that these findings 
constitute merely a preliminary report. No 
excuse is offered for the production of such 
a preliminary report, since all too often po- 
tent drugs appear on the market without the 
benefit of any assessment. At best, drugs 
are frequently prescribed on the basis of sub- 
jective impression only. 
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With these considerations in mind, per- 
phenazine was found to be a useful drug of 
the same order as chlorpromazine, and with 
the same effects, but with a much improved 
therapeutic ratio. It may produce side ef- 
fects similar to those of chlorpromazine, but 
it seems probable that side effects will be 
much less likely to occur with the use of 
smaller dosages than those used here. It may 
well be that this potent drug will replace 
chlorpromazine in the treatment of many 
agitated, anxious, or disturbed patients, par- 
ticularly those who have failed to respond 
even to large doses of the latter drug. In 
such patients its effect will be through the 
reticular activating system to interfere with 
mediators of diffuse awareness, including 
vague and non-specific anxieties and tension. 


Summary 


A double blind study has been carried out 
on 75 chronic male and female patients, di- 
vided into three equal groups of 25. The 
three groups received perphenazine 16 mg. 
t.i.d., placebo 16 mg. t.i.d., and chlorprom- 
azine 25 mg. t.i.d. respectively for 30 days. 

Patients were rated and tested before and 
after the trial. In addition, laboratory in- 
vestigations were made at those times and 
preliminary, daily, and final clinical assess- 
ments were made. 

Additional seven female patients were 
given either perphenazine or placebo in the 
same dosage for the same period. These 
seven were not tested but all had failed pre- 
viously to respond to large doses of chlor- 
promazine. 

Statistical procedures included analysis of 
variance and ¢ tests of significance. The 
Rating Scale for anxiety and the Tapping 
and Dotting tests were found to be signifi- 
cant at the 1% and 5‘c levels respectively 
for the perphenazine group. Digit Symbol, 
Porteus Maze and Digit Span did not show 
significant differences. The significance of 
these differences was discussed. 

Rating, testing, and clinical assessment 
all showed perphenazine to be similar in its 
actions to chlorpromazine, but with the ad- 
vantage of greater efficacy and of a much 
more favorable therapeutic ratio. Side ef- 
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fects similar to chlorpromazine were found, 
but it is thought would be less likely to occur 
in smaller dosage. Hypotension was not en- 
countered, 

The preliminary findings concluded that 
perphenazine is likely to prove a more than 
useful weapon in psychiatric practice, with 
indications for use, and with side effects 
similar to those of chlorpromazine, but with 
greater potency and improved therapeutic 
ratio. 


Authors’ Note: Trilafon is the trade name of the 
Schering Corporation, Ltd., of Montreal, Canada, 
for perphenazine (Schering Corporation, Bloomfield, 


J. 
BIBLIOGRAPHY 

1. Wolf, S.: The evaluation of therapeutic agents. 
Am. Psychiat. Assn. Ment. Hosp. Service. Mon- 
ograph Ser. No. 2, Jan. 1957. 

2. Moruzzi, G., and Magoun, H. W.: Brain stem 
reticular formation and activation of the EEG. 
Electroencephal. & Clin. Neurophysiol., 1:455, 
Nov. 1949. 

3. Jasper, H. H.: Diffuse projection systems: the 
integrative action of the thalamic reticular sys- 
tem. Electroencephalog. & Clin. Neurophysiol., 
1:405, Nov. 1949. 

4. Mason-Browne, N. L.: Alteration of conscious- 
ness; tumor of the reticular activating system. 
Arch. Neurol. & Psychiat., 76:380, Oct. 1956. 

5. Sulman, F. G., and Winnick, H. Z.: Hormonal 
effects of chlorpromazine. Lancet, i: 161, Jan. 
21, 1956. 

6. Ayd, F. J.: The treatment of anxiety, agitation 
and excitement in the aged; a preliminary re- 
port on Trilafon. Read at the Graduate Sympo- 
sium on Geriatric Medicine, American Geriatrics 
Society and American Academy of General 
Practice, New York, Nov. 1956. 

. Wittenborn, J. R.: Wittenborn Psychiatric Rat- 

Psychological Corporation, New 


ing Scales. 
York, 1955. 

8. Wittenborn, J. R.: Symptom patterns in a group 
of mental hospital patients. J. Consult. Psychol., 
15:290, 1951. 

9. MacQuarrie, T. W.: MacQuarrie Test for Me- 
chanical Ability. Los Angeles, California Test 
Bureau. 

10. Gardner, M. J., et al.: Objective measurement 
of psychiatric changes produced by chlorproma- 
zine and reserpine in chronic schizophrenia. Psy- 
chiatric Research Report No. 1, 1955. Am. Psy- 
chiat, Assn. 

11. Porteus, S. D.: Maze test reactions after chlor- 
promazine. J. Consult. Psychol., 21:15, Feb. 
1957. 

12. Gellhorn, E.: Physiological Foundations of Neu- 
rology and Psychiatry. Minneapolis, Univ. of 
Minnesota Press, 1953. 


Py 
: 
- 


1957 


Non-Thrombocytopenic Purpura in Chlorpromazine 
Therapy 


ROBIE T. CHILDERS, JR., M.D. 


In view of the wide-spread use of Thora- 
zine and its clinical importance, it is felt 
that any side reactions developed during its 
use merit discussion. The development of 
non-thrombocytopenic purpura in two cases 
is reported following administration of 
chlorpromazine. In the first case the patient 
had developed a clinical purpura on two suc- 
cessive occasions. 


A second case is reported, following a 
shorter course of the drug. In this case 
there was, in addition to the purpura, a con- 
comitant development of pruritus and swell- 
ing of the face. 


One similar case is described in the lit- 
erature:'! 


Case 1._-A 48-year old well-developed and well- 
nourished white female was first hospitalized in 
May 1954, with a history of episodes of depression 
occurring over a number of years. At this time she 
was diagnosed manic-depressive reaction, depressed 
type. There was no evidence in the history of any 
previous allergic phenomena. Her physical exam- 
ination was essentially normal. 


She subsequently improved and four months later 
was able to leave the hospital. Six and one-half 
months later she was readmitted with a recurrence 
of earlier symptoms. On the day of her second 
admission she was given two intramuscular doses 
of 50 mg. chlorpromazine and thereafter was con- 
tinued on 150 mg. per day orally. 


On the 25th day of treatment, after receiving a 
total of 3,700 mg. of the drug, patient showed evi- 
dence of clinical purpura and associated pruritus. 
The drug was discontinued and benadryl, 50 mg. 
four times a day, was given for three days. Bena- 
dryl was then replaced by Pyribenzamine, 50 mg. 
four times a day, for an additional two days. The 
rash subsided. 


Thorazine was resumed two and one-half months 
later with an initial dosage of 75 mg. per day for 
three days and then increased to 200 mg. per day. 
This level of dosage was maintained uneventfully 
three months (total 18,450 mg. of chlorpromazine). 
At the end of this period patieat showed a sym- 
metrical purpura, distributed mainly over the front 
and sides of the feet, legs and lower thighs, with a 
few petechiae on both wrists. Physical examina- 
tion was otherwise normal. The subjective com- 
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plaints were limited to a mild pruritus. 
was withdrawn. 

A capillary resistance test (modification of the 
Rumpel-Leede test in which a sphygmomanometer 
was applied and the pressure maintained midway 
between the systolic and diastolic pressure for five 
minutes and the number of new petechiae counted 
in a circle 2.5 cm. in diameter) revealed 28 new 
petechiae. 

Laboratory studies on the day of development of 
purpura were as follows: hemoglobin, 84%; total 
white blood cell count, 7,950 per c.mm. (segmented 
neutrophil 63%, lymphocytes 23%, monocytes 5%, 
eosinophils 9%); platelet count 515,284; prothrom- 
bin activity 78% (Quick’s method); coagulation 
time was five minutes 40 seconds (McGowan’s mod- 
ification), bleeding time was three minutes 40 sec- 
onds (Duke’s method). Clot retraction was excel- 
lent. The rash cleared gradually, no petechiae be- 
ing present at the end of two weeks. Patient had 
ten total white blood cell counts and differential ex- 
aminations in the three months prior to the develop- 
ment of purpura on the second occasion, and in 
none did the eosinophil count exceed 3% prior to 
the examination performed on the day of develop- 
ment of clinical purpura. The patient had received 
no other medication for two months prior to the 
development of the purpuric rash. 


Case 2.—-A 38-year old white female was first hos- 
pitalized in September 1955, with a diagnosis of psy- 
choneurotic disorder, anxiety reaction. The patient 
received a total of 64 mg. reserpine between De- 
cember 1 and December 13. Reserpine was discon- 
tinued on December 13. On December 14 the pa- 
tient was put on 400 mg. chlorpromazine daily by 
mouth until December 24 (total of 4,200 mg. chlor- 
promazine). At this time the patient was noted to 
have a purpuric rash which was symmetrical in 
distribution over the front and sides of the feet, legs 
and lower thighs, with occasional petechiae scat- 
tered over the body. The face was edematous but 
no petechiae were present. No other clinical symp- 
toms were observed and physical examination was 
otherwise negative. Chlorpromazine was withdrawn 
and the patient was placed on Pyribenzamine, 200 
mg. daily. Three days later the purpura showed 
no alteration. The capillary resistance test re- 
vealed 35 new petechiae in a circle 2.5 cm. in di- 
ameter. 

Laboratory tests performed the day following the 
appearance of the purpura showed the following: 
hemoglobin 89%; total white blood cell count 5,600 
per ¢c.mm. (67% segmented neutrophils, 23% 
lymphocytes, 5 monocytes, 1 basophil, 4 eosino- 
phils); platelet count 444,000; coagulation time 
three minutes, 30 seconds (McGowan’s modifica- 
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tion); bleeding time five minutes (Duke’s method). 
The patient was placed on ascorbic acid, vitamin 
K and phenobarbital on December 27 and Pyriben- 
zamine 200 mg. daily was continued. By Decem- 
ber 30 the purpuric rash had almost completely 
cleared. On January 8, 1956 the repeat capillary 
resistance test was still positive but only 25 new 
petechiae were present. Laboratory studies on Jan- 
uary 9 revealed the following: a total white blood 
cell count of 3,750 (60°7 segmented neutrophils, 
34% lymphocytes, 6 monocytes); urinalysis was 
essentially negative; prothrombin activity 75° 
(Quick’s method); thymol turbidity 8 units; cepha- 
lin flocculation negative at 24 and 48 hours. On 
January 10 a repeat capillary resistance test re- 
vealed a further decrease in the number of new 
petechiae to 17 in the prescribed circle. 


Summary 


Two cases of non-thrombocytopenic pur- 
pura are described following the administra- 
tion of chlorpromazine hydrochloride in to- 
tal dosages ranging from 3.7 Gm. to 18.4 Gm. 
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over periods of from ten to ninety days be- 
fore the onset of purpuric phenomena. Lab- 
oratory studies were negative without ex- 
ception except for a moderate degree of 
eosinophilia occurring in the early phases 
of the purpura. On one occasion the purpura 
subsided spontaneously with withdrawal of 
the drug. In two separate instances anti- 
histaminic preparations were administered. 
In all three instances the purpura disap- 
peared in ten to 14 days. The capillary re- 
sistance test remained positive after lab- 
oratory and clinical evidences had disap- 
peared. This test is suggested as of pos- 
sible benefit in the detection of subclinical 
purpura that might occur during chlorprom- 
azine hydrochloride therapy. 
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“Like Charity, Mental Hygiene Begins At Home” 


EDWARD E. MUELLER, R.S.W., MARIANO F. PIMENTEL, M.D.., 
and JOSEPH MEIERS, M.D. 


Self-knowledge is basic in knowing peo- 
ple. Penetrating insight enables us to deepen 
our understanding of those with whom we 
relate. Whether myopic, astigmatic or pres- 
byopic, the world we never made is seen 
through our own eyes. As we relate our- 
selves to other people, the reaction we in- 
duce is not solely the reaction of the pa- 
tient, but is the product also of what we in- 
ject and the impingement of our own per- 
sonality. The patient’s reaction is the com- 
posite interplay of two personalities—his 
own and that his therapist—each of whom 
is the product of a total life experience. A 
patient’s reaction to a certain therapist is 
not that patient’s reaction in general but is 
his reaction to that particular individual. 
The same patient may be outgoing with one 
therapist and constrained with anothe7z, se- 
cure with one, defensive with another, ame- 
nable, negativistic or hostile by turn in re- 
sponse to the therapist. 

Since the therapist determines the pa- 
tient’s response, the therapist cannot hope 
to understand the patient until he under- 


stands himself. Without being vicarious, 
the therapist must see himself as others may 
see him and be fully aware of his own part 
in the patient’s response. It is necessary that 
the therapist see himself as he, too, actually 
is, not only for a more adequate understand- 
ing of the patient, but in order that he may 
handle his own needs dealing with the tend- 
ency to project (and not accuse the patient 
of projecting when he himself is doing so) 
in such ways as to interfere as little as pos- 
sible with the patient’s full and complete 
expression. 

While we like to think of the tendency to 
project as pathological in nature by reason 
of technical terminology, all of us, no matter 
how objective we may try to be, more or less 
unconsciously ascribe both pleasurable and 
unpleasurable emotions onto people and cir- 
cumstances which are in reality totally un- 
connected with true causes. By projecting, 


the therapist may demand of others that 
which he demands of himself in the way of 
moral standards, achievements, modes of liv- 
ing, and the like. 


Because he himself has 


| 
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certain values, he may try to impose these 
values onto others—fellow colleagues or pa- 
tients—for whom such values are illogical 
and without reality. This is particularly true 
when the therapist belongs to a different 
race, religion, or cultural grouping. 

Projection of self colors much of the work 
of the therapist but is particularly prone to 
occur in those who lack insight. It may 
also occur in a marked degree with those 
therapists who are in considerable conflict 
and whose personality difficulties have not 
been resolved to the extent that they are rel- 
atively free from conflict and have attained 
self-acceptance, which implies an acceptance 
of frustration and their own limitations as 
well as awareness of their own capacities. 
While it is realized that a certain degree of 
psychological distress in the therapist him- 
self may prevent rigidity in working with 
patients, this is relative. Recognition of the 
tendency to project oneself into situations 
and to react to situations in terms of one’s 
own personal experiences and personal needs 
often has influenced choice of profession as 
well as many aspecis of one’s work and en- 
tire philosophy. 

Recognition of the subjective tendencies 
of those of us who observe necessitates full 
descriptive comment, not only what the pa- 
tient or the patient’s relatives said and did, 
but what the therapist, be he psychiatrist, 
clinical psychologist or psychiatric social 
worker, said and did in the interplay of pa- 
tient or client and therapist. The invalid 
excuse given by various members of all dis- 
ciplines is often that they are too busily en- 
gaged in actual treatment to be overly con- 
cerned with either form or content regarding 
recording. Only after a team member leaves 
the setting and his successor tries to under- 
stand previous recording is the value of clear 
notes brought home. ‘Wonder what he 
meant by that?” often becomes a catch ques- 
tion. 

It is obvious, however, that even in ver- 
batim recording we lose feeling tones of both 
individuals, since how the therapist said 
something, in terms of emotional response, 
may be more significant than what he said. 
Neither will any mode of recording entirely 
eliminate the possible subjective factor of 
selection. The therapist may note, select and 
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record from the total situation in accordance 
with his own emotional needs, thereby de- 
feating well-intentioned efforts to help in- 
dividuals realize basic growth. As an ex- 
ample, when the mother of a young patient 
tearfully stated her devotion, it would have 
been careless to omit that the mother had 
placed her chair in such a position as to see 
her reflection in a huge wall mirror and 
from the beginning of the interview seemed 
to be boning up for an Academy Award as 
she tearfully described her maternal feelings 
toward her child. 

Insofar as the therapist enables the pa- 
tient to develop, he himself realizes growth. 
Because of the reciprocal nature of the re- 
lationship between therapist and patient, by 
frustrating the latter, the former interferes 
seriously with his own development. As the 
therapist projects his own _ unconscious 
wants and needs, he entangles himself in the 
patient, experiencing frustration and defeat 
which is inevitable when the patient is ex- 
posed to the ensnaring experience of being 
lived in and through another, rather than 
free to live his own life. 

Closely related in the therapist-patient sit- 
uation is the process of identification. Striv- 
ing for empathy, we all identify in some 
measure with patients. Because we, as ther- 
apists, have experienced frustration, depri- 
vation, despair, pain and unhappiness, we 
are enabled to put ourselves in the place of 
our fellow man, realizing, “There, but for 
the grace of God, go I.” This capacity to 
identify may be regarded as the very core of 
altruism, since a therapist with but a meager 
capacity to identify would be handicapped in 
relating himself to patients with whom he is 
working. While essential in all human re- 
lationships, however, it sometimes occurs in 
excessive degrees in response to deep uncon- 
scious personal wants and needs of the ther- 
apist. In such instances, it can obstruct 
healthy relationships with patients. The 
therapist if expected to respond to unre- 
solved emotional pressures while he himself 
is frustrated in his own urges and desires, 
and does not fully understand his own needs 
and urges, may unconsciously identify too 
closely with some patients, 

What happens when a therapist identifies 
too closely and completely with a patient in 
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fulfillment of some unresolved need? The 
result is that the therapist ceases merely to 
feel with a patient and instead feels like him. 
This implies that the therapist may then re- 
act like the patient, throwing off all emo- 
tional pressures of his own unsatisfied feel- 
ings into fortifying and intensifying the 
patient’s responses, the therapist then be- 
coming the patient. If this occurs, the ther- 
apist has no means of helping the patient. 
Instead he is intensifying the patient’s inse- 
curity and needs, whatever these needs may 
be. A therapist who has led and is leading a 
meager, unsatisfying life, who is suffering 
from severe emotional deprivation, who has 
little security in any present relationships 
and who is feeling embittered and defeated, 
may feel so identical with the patient that he 
augments the patient’s feelings of hostility 
and defeat and intensifies the patient’s an- 
tagonism. Or—the therapist may find iden- 
tity with the patient so painful, so unaccept- 
able, because the patient’s predicament and 
feeling reactions recreate and intensify his 
own life situation, that the therapist feels 
the need to reject the patient. In such situ- 
ations, the therapist blocks the patient’s ex- 
pression of hostility, arguing with him in de- 
fense of the social order and through domi- 
nating measures negating the patient. This 
is particularly true in instances when the 
therapist comes from a minority group and 
works with a member of that same group. 
Such reactions might also mean inability to 
experience identification with the patient 
whose lot in life and whose feelings are as 
unacceptable to the therapist as the ther- 
apist’s own. In such situations, the thera- 
pist is unable to help the patient handle his 
own feelings in such ways as to attain a 
more comfortable acceptance of his life sit- 
uation. 

Innumerable examples could be quoted. A 
therapist whose own childhood experiences 
had been unsatisfying, who had marked hos- 
tility toward over-authoritative parents and 
who still feels antagonistic toward them 
(and thereby to all parent figures in gen- 
eral) in addition to not getting along well 
in a working relationship with the clinic 
head, identified too closely with an adoles- 
cent boy whose foreign-born parents seemed 
over-authoritative in contrast to the parents 
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of the boy’s associates. Feeling completely 
at one with the boy and in opposition to the 
boy’s parents, the therapist bent all efforts 
to have the parents give the boy more free- 
dom. Fortified by the therapist, the young- 
ster reacted with intensified hostility toward 
the parents, becoming move self-willed and 
disobedient. The stealing of an automobile, 
excessive use of alcohol and cigarettes, and 
finally the rape of a minor, resulted. Not 
sufficiently free of emotional needs to iden- 
tify in any measure with the boy’s parents 
or see the total situation except through the 
eyes of the boy, the therapist’s chickens had 
come home to roost. Having been reared in 
an overly-protective environment and having 
experienced the domination of his parents, 
the patient had not been prepared to use the 
new freedom wisely nor was he able to cope 
with the released feelings of hostility toward 
his parents. Not only was the therapist un- 
able to help the patient cope with these feel- 
ings, but the therapist was too emotionally 
involved to see that probably it would have 
been wiser to have helped the limitations of 
the parents as the first step in the process of 
gradual emancipation. Limited as the ther- 
apist was through his own non-acceptance of 
parent figures, it is obvious that only 
through emotional acceptance of all mem- 
bers of the family constellation could the 
therapist have helped various members of 
the household in their relationships with 
each other, 

Acceptance of others implies acceptance 
of self. Therapists possessing self-knowl- 
edge in the true meaning of the term, not 
only understand, but accept themselves— 
with all shortcomings and long points— 
thereby being enabled to accept others be- 
cause they do not have to fulfill their own 
limitations in others. Such a therapist has 
security within himself. He is either able 
to identify or to remain apart, free to relate 
himself to others and also to accept like- 
nesses and differences. 

Identification arising out of deep unre- 
solved unconscious personal needs almost in- 
variably obstructs healthy relationships. 
Healthy relationship between any two indi- 
viduals implies a certain apartness in which 
the identity of each individual is maintained, 
not looked upon as an extension of another’s 
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personality. The patient leans on the ther- 
apist to maintain his own identity, since in 
this may lie the patient’s source of security. 
He identifies in accordance with his chang- 
ing needs. The person who for the time be- 
ing feels inadequate in meeting certain life 
situations, seeks not sameness, but differ- 
ence, in the therapist, a difference not nec- 
essarily in culture, standards, or mores, but 
in feelings. The patient does not need to feel 
completely at one with someone whose feel- 
ings are identical to his own. To do so would 
not promote security in the patient. The 
patient needs to feel that the therapist is 
different in the sense of feeling different— 
that the therapist has a certain adequacy 
which he, the patient, for the time being 
lacks. In striving for adequacy, he identi- 
fies with the therapist who has adequacy. 
Often such patients purloin some of the ther- 
apist’s attitudes, the therapist’s manner- 
isms—and strive to meet situations as they 
believe the therapist would meet them. This 
is a growth of emotional dependency on the 
patient’s part—an inevitable growth phase— 
which be either flattering or frightening or 
amusing to the therapist who does not un- 
derstand the patient’s needs or his own re- 
actions. Because of this tendency on the 
part of the patient, it is triply essential that 
the therapist understand himself inasmuch 
as it is his therapeutic responsibility to di- 
rect the relationship, so that the patient’s 
needs may be met by him without indulging 
his own identification needs. Unless he rec- 
ognizes this the therapist may become emo- 
tionally entangled at this identification phase 
with resultant negative counter-transfer- 
ence, 

Illustrative of the patient’s desire for dif- 
ference in the therapist is the following sit- 
uation: A 14 year old boy was referred to 
the Clinic because of sexual delinquency 
which appeared to be of rapid onset and 
represented a radical personality change. 
Undersized, underweight, he had _ been 
guarded by an anxious mother because of 
prolonged illness following a cardiac involve- 
ment. Perhaps due to the fact that he was 
the only son and the youngest child whose 
father had died when he was an infant, the 
mother repeatedly emphasized that she had 
“tried to be both a mother and father to 


him.” Four older sisters had contributed 
a great deal to the infantilization of the boy, 
coddling and dominating him. The mother 
did not permit him to associate with other 
children and forbade his indulging in any 
school sports, The boy began hero-worship- 
ping an older boy, the school bully and the 
gang leader of the neighborhood. He found 
this identification very satisfying, not only 
because of his desire for assurance of mas- 
culine adequacy, but also because it prob- 
ably gave him an outlet for repressed hos- 
tility which is so often accompanied by de- 
pendency in anti-social behavior. 


When he was brought to the Clinic, he 
was quite remorseful. Accessible and re- 
sponsive, he revealed phantasies about the 
father he had never known and a longing 
for a male parent figure. The therapist as- 
signed to him was a physically frail individ- 
ual, shy and passive, and somewhat depend- 
ent on his own mother, a deeply religious 
woman. Unable to accept the boy’s delin- 
quent behavior, the therapist stressed con- 
formance, projecting his own ideals, stand- 
ards and patterns onto the boy. His ap- 
proach was like telling someone to take a 
cold shower if bothered by sexual urges or 
to carry sweets in one’s pocket if inclined 
to drink excessively. 


Such techniques were unacceptable to the 
boy since they typified precisely the kind of 
adjustment against which he had been re- 
acting. The boy could not identify with 
the therapist; instead, he rejected him. As a 
result, he went to greater lengths in the en- 
actment of his delinquency, regaling the 
therapist with details of his shocking beha- 
vior. Looking upon the behavior either as 
an expression of hostility toward the ther- 
apist or as a plea for acceptance of mas- 
culine aggressiveness, had the therapist been 
understanding and accepting, perhaps an 
identification could have been facilitated. As 
it was, the therapist could only further frus- 
trate and intensify the boy’s present needs 
for acting out in anti-social behavior. 


Although in many instances the feelings 
of the patient are diluted and projections are 
not as distorted as in an orthodox psycho- 
analytic setting, there is a growing aware- 
ness that transference, even in shadowy 
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forms, (and therefore less clear and less 
comprehensive) is present in the Clinic set- 
tings. Just as in the analytic situation, this 
must be understood and accepted if the pa- 
tient is to work out his own identity by grad- 
ually being freed from entangling and un- 
fulfilled personal relationships which con- 
tinually interfere with his social adaptation. 

When a therapist meets unexpected hostil- 
ity which seemingly is unrelated to the su- 
perficial circumstances in a situation, a 
feather attack giving rise to the wielding of 
a steel shield, it is well for the therapist to 
ask himself if he himself has been guilty of 
using a scythe to trim whiskers. This is 
equally true in dealing with patients or col- 
leagues. Then the therapist should ask him- 
self: ‘Who am I to this person? What am I 
to him? What is there about me that makes 
him react in such a manner toward me?” If 
the therapist is aware that hostility from 
either patient or colleague may not be neces- 
sarily directed toward him as a person, but 
toward him insofar as he symbolizes some- 
thing else or someone else to the patient or 
the staff member, then the therapist may not 
be so prone to react defensively. Has he un- 
consciously become a threat to the other per- 
son? Has his area of competence eclipsed 
the area of competence of another disci- 
pline? Is he used as a displacement? 

In some instances, staff members as well 
as patients readily need to experience a re- 
lationship which in no way recreates their 
own early life situations. There is, however, 
a possibility of intensifying social difficulties 
in so doing. In order to understand another 
person’s use of him, the therapist needs to 
be well oriented as to his own part in the in- 
terplay of personality. If he is able to see 
and to understand what he himself has done 
or is doing to determine another’s reaction, 
the therapist is enabled to withhold judg- 
ment and remain uninvolved emotionally. 
Therapy for other therapists is not implied, 
but understanding is needed to help others, 
whether colleagues or patients, to under- 
stand their own feeling responses. In addi- 
tion to offering the other a unique relation- 
ship in the sense of making no emotional de- 
mands through which he can re-experience 
former frustrated relationships, the thera- 
pist should enable both patients and col- 
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leagues to bring their feelings to a conscious 
level through verbalization, the purpose of 
which is to clarify and objectify their rela- 
tionships with each other. The therapist’s 
effectiveness is determined by the nature of 
the relationships which he himself has ex- 
perienced. 


When one considers that conflicts and in- 
hibitions of life are concerned largely with 
tangled and unfulfilled personal relation- 
ships, it seems inevitable that not only pa- 
tients, but therapists themselves, bring to 
the therapeutic setting many unfulfilled 
needs. In considering the relationships in- 
volved in such a setting, we must include the 
early parental relationships of the therapist 
as well as those of the patient. 


The nature, therefore, of the early parent- 
child relationship may determine a thera- 
pist’s effectiveness. Many individuals, both 
therapists and patients, may feel they have 
been emancipated from parents because they 
live separately from them, are self-support- 
ing, or because at some point in their lives 
they may have reacted against the parent. 
Sometimes, however, we confuse separation, 
self-maintenance and rejection of a parent 
with a gradual growing away from parental 
dependence. The former may leave one de- 
pendent and in need of reacting and reenact- 
ing parental identifications, The latter should 
leave one free to enact one’s own identity. 
Many individuals, both therapists and pa- 
tients, are actually not living their own lives, 
but are instead living an extension of the 
life of someone else—his or her subtle likes 
and dislikes, biases, prejudices, aspirations 
and traditional urges which are little under- 
stood because they are basically not actually 
their own. In the process of severance from 
the parent figure, they did not lose them, 
since separation did not necessarily imply 
growth, nor did growing older imply grow- 
ing up. 

A well integrated therapist, at peace with 
himself, carries on his own real interests and 
the real interests of others as well. Essen- 
tially he is the same whatever the circum- 
stances or conditions. He is free and funda- 


mentally honest with himself, his colleagues 
and with others. Since he believes the adage 
of loving one’s neighbor as himself, he knows 
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he cannot give what he does not possess, and 
therefor he has a healthy love for himself 
which he does not jeopardize by performing 
unlovable acts. He is easily aware of his 
environment and reacts appropriately and 
with good judgment to it. Productive and 
active, he can call upon all of his resources, 
both inner and outer ones, to tackle what- 
ever difficulties arise. Happy and enjoying 
life, his emotions are readily mobilized to 
spontaneous expression. Genuinely friendly 
and with a healthy curiosity and enthusi- 
asm, he reserves his self-defense for such 
situations in which he himself or someone 
or something in which he really believes in 
is actually attacked. 

It has repeatedly been said that many per- 
sons seek psychiatric fields of endeavor be- 
cause of personal psychological distress. A 
therapist who has had relatively none may 
be likened to a teacher who has literally 
sailed through calculus with flying colors 
and cannot understand the pitfalls experi- 
enced by some of his students in fractions 
and decimals. A therapist, however, should 
accept his limitations, not be on the de- 
fensive. Formative years determine whether 
a person is adjusting well or not adjusting. 
It was then that the individual was subjected 
to emotional stress from parental and other 
environmental sources—not provided neces- 
sary affection, warmth and respect for his 
immature personality. Adverse influences 
deprived him of necessary factors for a 
strong, unified development. As a conse- 
quence, he felt insecure, unloved for himself, 
or held in disrespect. Responding to such in- 
fluences, he adapted by protecting himself 
by measures which became elements in his 
character formation. One way in which a 
child responds under adverse conditions is to 
demand attention, believing he will never get 
anywhere or obtain anything unless he fights 
for it. As this pattern becomes a habit in 
subsequent years, be becomes chronically 
belligerent, egocentric, aggressive. His own 
rights, real or imagined, are paramount and 
he ignores legitimate rights of others and 
becomes exploitive and greedy for advan- 
tage. Asa child, a dog bit him; he believes, 
therefore, that all dogs will bite him; if the 
dog does not bite, he pulls the dog’s ears or 
tail until the dog in self-defense does bite. 
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This would be the therapist who is a bully 
to other staff members or patients. 

Another way in which a child may seek 
favor is to try to have himself liked, become 
compliant and obedient, to curry favor by 
seeking to please, avoiding self-assertion, de- 
veloping a strong need for signs of approval, 
mistaking it for affection. More charming 
than sincere, such a person, if a therapist, 
sets up a most unrealistic “altruistic” ideal 
without wishing to be accused of self-glorifi- 
cation or self-interest, wishing to win a pop- 
ularity contest. This would be the clinging 
vine of the clinic. 

A third way in which a child might try to 
adjust to an unfavorable environment would 
be to avoid contact with others as much as 
possible, believing himself seated at a one- 
way glass, peering out of it, but wishing no 
one to peek in at him. Later, by withdraw- 
ing from people, by becoming aloof, and de- 
tached, he may give the impression of being 
objective in his thinking. He is typical of 
the therapist who is asked: “Listening to so 
many sordid, pitiful stories day after day, 
listening to so many heart-breaking tales, 
how do you keep so calm and unruffied?” and 
who answers: “Who listens?” In a clinic 
setting such a therapist is invaluable as the 
tabulator of statistics since he is interested 
more in form than in content. 

It rarely occurs, however, that any one of 
the above trends develops without the ad- 
mixture of others. While considered as 
somewhat eccentric in comparison to a well 
integrated therapist, such a person can func- 
tion reasonably well if he genuinely accepts 
his limitations. 

One poorly integrated staff member can 
create chaos in the entire clinic team. If su- 
pervising or directing others, his personal 
problems can extend effects even further, 
particularly so in an environmental situation 
where emotional tensions are constantly on 
the surface and there is a possibility of prob- 
lems of patients being ‘‘rubbed off” on staff 
members. 

Understanding oneself, particularly when 
doing therapy with others, gives not only 
oneself, but others—fellow staff members as 
well as patients served—a better chance not 
only to make a better living, but also a better 
life. 
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Proceedings of Eastern Psychiatric Research 
Association, Ine.* 


DAVID J. IMPASTATO, M.D., Presiding 


(The following accounts are summaries of full 
length reports read at the meeting of the Eastern 
Psychiatric Research Association.) 


TUBEROUS SCLEROSIS 
(A Clinical-Pathological Presentation ) 


L. ROIZIN, M.D., D. DOUGLAS, M.D., 
G. GOLD, M.D., and H. BERMAN, M.D. 


In 1880 Bourneville published a paper ‘“‘Sclerose 
tubereuse des circonvolutions cerebrales: idiotie et 
epilepsie hemiplegique,” which caused his name to 
be permanently associated with a disease entity 
which has been called Bourneville’s disease or tu- 
berous sclerosis. Subsequently the term epiloia 
was suggested. 

In 1863 von Recklinghausen reported a case of 
“Hyperplastic tumors of the brain, associated with 
myoma of the heart.’ Virchow described a case in 
1864 which presented tumors of the heart and sub- 
cutaneous nodules. Hartdegen, Bielschowsky, Schob, 
and recently, Globus have contributed a great deal 
to the present day knowledge of the disease. 

Different theories are that tuberous sclerosis be- 
longs in the group of (1) malformations (advocated 
by Globus), (2) neoplasms (Bielschowsky, Ferraro, 
and Doolittle), (3) neurocutaneous syndromes 
(Lichtenstein), and (4) hamartial disease (Minck- 
ler). The existence of such divergent opinions 
would indicate that its ultimate classification is still 
open. 

According to Vogt organ development occurs in 
two successive stages. The first stage is the forma- 
tive one and any interference at this point leads to 
massive malformations. Disturbances occurring in 
the second, or ontogenetic phase, lead to maldevel- 
opments of lesser severity. On the basis of this, 
tuberous sclerosis could be regarded as a develop- 
mental disturbance occurring sometimes in the on- 
togenetic phase. 

Globus considers that ‘Tuberous sclerosis is a 
disease in which malformation is the basic factor. 
The malformation, in turn, is the result of defective 
cell potencies. These defective capacities result in 
defective cell differentiation, and unrestrained pro- 
lifrative changes which, in certain instances, give 
rise to tumor formation.” 

Lichtenstein believes that “‘Tuberous sclerosis is 
a heredofamilial disorder and, like von Reckling- 
hausen’s disease, has protean manifestations in the 
nervous system, in the skin, and in many of the 
internal organs.” 

Clinical Findings: Tuberous sclerosis affects males 
and females alike. It is said to have familial and 
hereditary tendencies but this could not be elicited 
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in our cases. Usualiy, the manifestations become 
obvious in early infancy. However, this is not nec- 
essarily so, as demonstrated by one of our cases in 
which the diagnosis was made in the fourth dec- 
ade, essentially on the basis of X-ray findings. 

The most typical clinical manifestations are (1) 
mental retardation, (2) epileptiform attacks, and 
(3) the prevalence of multiple tumors in one or 
more organs—the most obvious being the skin, the 
so-called adenoma sebaceum. Often, the predomi- 
nant symptoms are epileptiform attacks. These are 
the most common findings and deviations are not 
infrequent. Also, instances occur when only one 
manifestation is obvious. 

Generally epileptiform seizures constitute the first 
symptom of the disease, followed by psychic changes 
or some other evidence of mental deterioration. Few 
victims retain normal mentality. Other neurologi- 
cal manifestations are not prominent. In our cases, 
neurological findings were not impressive. 

Cutaneous lesions are characteristic, the most fre- 
quent being the so-called ‘“‘aadenoma sebaceum,”’ in 
addition to pedunculated skin polypi, subcutaneous 
nodules, and pigmented warts. 

Laboratory Data: Blood (chemistry, hematology, 
and serology), as well as urine, are not remarkable. 
There are no changes in the spinal fluid. 

Roentgenological examination frequently reveals 
intracranial calcification. It was present in four 
out of five of our cases. 

In a review of the literature from 1940, we find 
that the consensus of opinion is that the majority 
of patients with tuberous sclerosis show some ab- 
normality on EEG as was found in all our cases, 
and that there are no specific patterns character- 
istic of tuberous sclerosis, nor is it possible to 
localize the tuberous nodules in the brain. 

Pathology: The characteristic lesions of the brain 
consist of tumor-like expansion of the gyri scat- 
tered irregularly throughout the brain. The nodu- 
lar masses are most often found in the cortex but 
may also be seen in the subcortical areas, cerebel- 
lum, and brain stem. On cut section, the lines of 
demarcation between gray and white matter are 
abolished. At times, no gross aberrations are noted, 
but histologically, typical cell changes are present. 
These are the so-called abortive forms. 

The adenoma sebaceum is composed mainly of 
connective tissue, capillaries, and contains but few 
glandular elements. Among other structures, the 
retina, kidney, thyroid, and frequently the heart 
show involvement. These involvements often con- 


sist of an embryonal type of tissue, and, at times, 
present no histological relatinoship to the central 
nervous system lesions. 

Histological changes are pronounced, and at times 
are practically diagnostic. 


The appearance of the 
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giant cells and cellular “monstrosities” enables one 
to make a diagnosis with a fair degree of certainty. 
The neoplastic processes of tuberous sclerosis may 
assume glioblastomatous, spongioblastomatous, and 
ganglioneuroblastomatous character. Calcification 
is usually pronounced. The blood vessels generally 
show no pathologic alterations. 


INFECTIOUS HEPATITIS 


(Experimenta! Passive-Active Immunity) 
MILTON JACOBS, M.D. 


Since 1953 more than 350 cases of hepatitis have 
occurred among the 4,000 mental defectives at the 
Willowbrook State School. Epidemioiogical evi- 
dence has suggested that it was infectious (not se- 
rum) hepatitis. The disease was mild and there 
were no deaths. Our studies were designed to at- 
tempt to answer two questions: 


1. Would the administration of gamma globulin 
prevent the spread of hepatitis—and if prevention 
occurred would the effect be transitory—or would it 
be prolonged in such a way as to suggest the type 
of “passive-active’’ immunity as postulated by 
Stokes and his group. 

2. Could “passive-active”’ immunity be induced ex- 
perimentally in small isolated groups by the injec- 
tion of gamma globulin followed by the feeding of 
hepatitis virus. 

The number of cases of hepatitis in the institu- 
tion were studied. In the middle of June 1956 the 
population was divided into a control group of al- 
most 3,000, and 1,124 jatients were inoculated with 
gamma globulin 0.01 cc. per pound of body weight. 
In the 30 week period which followed 59 cases in 
the control group came down with hepatitis and 
jaundice, whereas, only nine cases in the gamma 
globulin were found. 

In January 1957 the 3,000 controls were further 
divided into 1,182 patients who were inoculated with 
gamma globulin, with 0.06 cc. per pound of body 
weight. leaving a control group of 1,171. In the 20 
weeks following this immunization, there were 20 
cases in the new control group with hepatitis and 
jaundice, and only two cases in the inoculated group. 

In order to answer our second question four fur- 
ther steps had to be carried out: 


1. Preparation of a virus pool. 

2. Titration of a virus pool for 50° infectivity 
dose. 

3. Passive (G.G.) followed by active (virus) im- 
munization. 

4. Challenge for immunity. 

The first group of eight was fed 1/100,000 of a 
gram of stool. None of the cases developed hepa- 
titis. A second group of eight was fed 1/1,000 of 
a gram of stool and none of these developed hepa- 
titis. The third group of eight were fed 1/10 of a 
gram and one case of hepatitis developed after 39 
day incubation period. The fourth group was fed 
one gram of stool concentrate and four cases of 
hepatitis developed in from 39 to 49 days of incu- 
bation. The fifth group of five was fed two grams 
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of the stool and three developed hepatitis in from 
39 to 46 days of incubation, and the last group of 
13 was fed four grams of stool and ten subjects 
developed hepatitis in from 42 to 58 days of incu- 
bation. 

A trial of ‘‘passive-active’ immunity was started 
in a group of 15 subjects, age 5 to 10 years, who 
were newly admitted to an isolation ward. Ten 
were given gamma globulin, 0.06 cc per pound of 
body weight followed by injection of active virus. 
Five received virus alone. Of the ten subjects re- 
ceiving the combination of gamma globulin and 
virus, only one developed very mild hepatitis. In 
the control group, four of the five receiving virus 
alone came down with hepatitis. This group was 
challenged for immunity (ingestion of virus after 
an interval of three months. This study is still in 
progress. 

The second question was concerned with attempts 
to induce ‘‘passive-active’” immunity by simulta- 
neously injecting gamma globulin and feeding vi- 
rus containing material. Before proceeding with 
such trials it was important first to obtain some 
estimate of concentrations of virus to be used. The 
mildness of hepatitis at Willowbrook, especially in 
children, and its prevalence seemed to justify at- 
tempts to induce the disease artificially in small 
groups of isolated patients. Accordingly, a titra- 
tion of virus in stool was carried out as follows: A 
20°; aqueous suspension was prepared from stools 
of six patienst in the first eight days of observed 
jaundice. Three centrifugations were carried out 
for one hour, one at 2,000 RPM and two at 8,500 
RPM. The supernate was heated to 56°C for % 
hour and treated with penicillin 1,000 units and 
chloramphenicol 100 mg/ml. before sterility was 
achieved. This sterile suspension was inoculated 
into 5 monkeys (1 ce. intracerebrally), 47 suckling 
mice, Hela and monkey kidney tissue cultures. No 
changes occurred in any of these test objects and 
the monkeys’ spinal cords and brain stems showed 
no evidence of poliomyelitis lesions. 

The suspension was, therefore, deemed safe to 
feed, after permission was obtained, to groups of 
newly admitted children 3-10 years of age. They 
were admitted directly to and kept in separate iso- 
lation wards. They were cared for by attendants 
who had nothing to do with patients in the rest of 
the institution. 


Acknowledgment: This research project is being 
conducted in collaboration with Drs. Robert Ward, 
Saul Krugman and Joan Giles of the Department 
of Pediatrics, New York University College of Med- 
icine. 


ATARACTICS IN MENTAL DEFICIENCY 
H. SCHILLER, M.D. 


GENERAL REMARKS. This report deals with 
the empirical use of reserpine, chlorpromazine and 
a combination in 139 instances comprising 121 men- 
tally retarded female patients. 

In all patients sedatives were discontinued. In 
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patients with convulsive seizures, Dilantin and/or 
phenobarbital were continued. 


The age range of subjects was from 5 to 55 years. 
The diagnosis in the majority of the cases was un- 
differentiated or familial. Other diagnoses were: 
epilepsy, birth trauma, congenital cerebral spastic 
infantile paraplegia, microcephaly, mongolism, 
phenylketonuria, meningitis, pertussis, gargoylism, 
congenital lues. 

Dominant behavioral patterns were: assaultive, 
biter, self-abusive, destructive, quarrelsome, hyper- 
active, uncooperative and insolent. Many of the 
patients also were stubborn, broke windows, liked 
to be nude or had tantrums. This study was car- 
ried out over a period of a year and the data given 
are for that period. However, the results were re- 
viewed again at the end of the second year of treat- 
ment. 

Of the total members 38% on reserpine, 47% on 
chlorpromazine and 33% on combined treatment 
showed improvement in one or more of the follow- 
ing areas: became a ward worker or a better work- 
er, sociability, cleaner and neater, better table man- 
ners, greater interest, takked better, began to talk, 
fed self, could attend O.T. or nursery class, could be 
returned to academic school class. 

A significant number of patients developed toler- 
ance but responded again to larger dosages of the 
ataractic. Some patients, however, developed re- 
sistance and lost all response to the drug. 


RESERPINE was used in 55 patients, 20 idiots, 
29 imbeciles and 6 morons; 43 patients were started 
with a course of 15 injections, usually 2.5 mg., over 
a period of 24 days, and 3 mg. orally in divided 
doses daily; 12 patients were started only on oral 
dosage of 2-3 mg. daily. The maximum given was 
9 mg. daily. Maximum response was reached, in the 
injection group, in 2-3 weeks after drowsiness 
ceased, the extremes being 1-28 days. In the non- 
injection group the range was from 11-51 days; 34 
patients were treated 4-11 months; 21 from 2-3 
months. Typical reserpine minor reactions lasting 
several days appeared and did not require any dos- 
age change. One patient showed a toxic confu- 
sional state which did not recur when treatment was 
resumed after being halted and she has shown 
marked improvement in her behavior now for 22 
months. Parkinsonism occurred in 9 patients, be- 
tween the 5th day and 16th week of treatment, and 
in 6 of these there was no recurrence when treat- 
ment was resumed. 


CHLORPROMAZINE was used in 66 patients, 10 
of whom were failures with reserpine, Of these 28 
were idiots, 28 imbeciles, 10 morons. The dosage 
range was 50-600 mg. daily. Maximum response 
was reached in 7-14 days, the range being 2-45 days. 
Twenty patients were treated 4-7 months, 46 from 
2-3 months. Only a few patients complained for 
several days of drowsiness, headache, abdominal 
pain or diarrhea. Two patients responded with 
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marked excitation. Parkinsonism occurred in 3 pa- 
tients. An intense desire to get under the shower 
occurred in 5 patients. 


COMBINED RESERPINE-CHLORPROMAZINE 
was tried from 1-31. months on 18 patients who had 
failed to respond to either ataractic alone. There 
were 8 idiots, 8 imbeciles and 2 morons. The dos- 
age range was from 2 mg. and 50 mg. to 8 mg. and 
800 respectively of reserpine and chlorpromazine. 
It took 1-12 days to obtain maximum effect. One 
patient developed facial edema. Parkinsonism oc- 
curred in 1 patient. One patient showed toxic con- 
fusion, tonic spasms leading to opisthotonus with 
no loss of consciousness and no change in tendon 
reflexes. Treatment was discontinued and all symp- 
toms disappeared after 8 hours. 


MENTAL LEVEL AND PERCENT FAILURES. 
Idiot and low-grade imbeciles—47%% failed on reser- 
pine, 25°% on chlorpromazine, 14°, on combined 
treatment. Imbecile—31% failed on reserpine, 13% 
on chlorpromazine, 100% (2 cases) on combined 
treatment. Moron—17% (of 6 patients) on reser- 
pine, 10% (of 10 patients) on chlorpromazine, and 
neither of the two morons on combined treatment 
were helped. It should be mentioned here that in 
the 2 year review, there was 30° failure in 30 mo- 
rons on chlorpromazine. 


Percent Comparison of 1st Year and 2nd 
Year Results 

RESERPINE (55 patients)—56°, vs. 30° mark- 
edly improved; 6% vs. 7°) moderately improved; 
0% vs. 3% slightly improved; 38°) vs. 60° fail- 
ure. 

CHLORPROMAZINE (66 patients; 78 patients? 
50°) vs. 19¢6> markedly improved; 18° vs. 23% 
moderately improved; 12° vs. 24‘. slightly im- 
proved; 20° vs. 34 failure. 

COMBINED TREATMENT (18 patients; 19 pa- 
tients) 39% vs. 50% markedly improved; 6% vs. 
15% moderately improved; 33% vs. 21% slightly 
improved; 22% vs. 59% failure. 


CONCLUSIONS 


1. Age, weight, diagnosis, mental level and be- 
havioral patterns did not seem to be factors in dos- 
age, minor reactions, or Parkinsonism reaction. Nor 
is it certain that mental level plays a role in results. 

2. It is important that dosage be sufficiently large 
and individualized. 

3. Some patients show a paradoxical effect of ex- 
citation. 

4. The longer treatment is continued, the more 
patients will develop resistance to the ataractic. 

5. Despite drug resistance and failures, these 
ataractics have been of great value in making ward 
management easier, in producing a quieter and more 
relaxed atmosphere for other patients, and espe- 
cially in helping the behavior problem patients to 
progress in their development and show improved 
social attitudes. 
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Founded 1879 


Eight Miles from Boston 
For the study, care, and treatment of emotional, mental, personality, and habit disorders. 
On a foundation of dynamic psychotherapy all other recognized therapies are used as indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued care 
of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M.D. CHARLES E. WHITE, M.D. 
Director Assistant Director 
ARLINGTON HEIGHTS 
MASSACHUSETTS 


MIssion 8-0081 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 
trained personnel. 


OCONOMOWOC, WISCONSIN 
PHONE LOGAN 7-5535 


OWEN OTTO, M.D. EUGENE FRANK, M.D. LEROY A. WAUCK, PH.D. 
Medical Director LOUIS J. PTACEK, M.D. Clinical Psychologist 
LOREN J. DRISCOLL, M.D. 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry. 


OSCAR ROZETT, M.D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue Whitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases botk for in-patients and out-pa- 
a homelike environment separate building units and special cottages—air- 
conditioned. 

A complete neuropsycniatric diagnostic a. treatment center including a department of psychol- 
ogy—encephalography—clinical laboratory and X-ray—psychotherapy—electroshock and insulin 
coma therapy, as well as psycho-surgery. A new geriatric unit has just been added. 


Arthur J. Schwenkenberg, M.D. 


JOSEPH L. KNAPP, M.D. HENRY P. HARE, JR., M.D. 
JACKSON H. SPEEGLE, M.D. 


Neurology Psychiatry 
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BALDPATE, 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies includ- 


ing: 
2828 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy 
CHICAGO Availa ble 
Phone VIctory 2-16356 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. Each 
patient is under daily psychiatric and medical supervision. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport, CApital 7-5105 


GEORGE S. HUGHES, M.D. ROBERT ISENMAN, M.D. 

LEO H. BERMAN, M.D. JOHN D. MARSHALL, JR., M.D. 

ALFRED BERL, M.D. PETER P. BARBARA, PH.D. 

LOUIS J. MICHEELS, M.D. HEIDE F. and SAMUEL BERNARD, Administration 


New York Office: 46 East 73rd Street — LEhigh 5-5155 


GARCEAU 
ELECTROENCEPHALOGRAPHS 
EIGHT-CHANNEL No Batteries - A. C. Operated 
GARCEAU EEG tInkless Writing - Requires No 
Dimensions: Shielding - Shipped Ready to Run 
26 x 19 x 40 inches Prompt Delivery sails pianias 
Dimensions: 
Electro - Medical Laboratory, Inc. 
SOUTH WOODSTOCK 5 - VERMONT - U.S. A. 
Pioneer Manufacturers of the Electroencephalograph Wits tor 
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GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 


The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 


Anesthesia by the Hand-Auden Associates and trained personnel available to cour- 
tesy staff. 


DORIS M. HORWOOD, Superintendent 
RUTH M. CROSSFIELD, M.D., Medical Director 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


sopepos «HILLCREST HOSPITAL est. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


Dr. Joseph Epstein = 
P l N E W O O D Se. hls Weer Physicians in Charge 
DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 


Westchester County Katonah, N. Y. Tel.: Katonah 4-0775 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 4.3700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0530 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 
charcoal base 


one 
For making Burew's Solution 


WET DRESSING Use 


PRESTO-BORO® 


(Aluminum Sulfate and 
Calcium Acetate) 
POWDER JN ENVELOPES 
— TABLETS — 

For treatment of Swellings, 
inflammations, Sprains 


For Pulmonary Conditions 


TRANSPULMIN® 
3% solution Quinine with 
22% Camphor for Intra- 
-muscular Injection. 


STANDARD PHARMACEUTICAL CO., INC., © 253 West 26th St., New York 


5 
DISPER 
U se E S 
N ott highly conces 
VA Reg. Ext Valerian efficiency 
| Tablet sided for EUPHORIC 
Each Gm WON pEPRESSANT nervous excitemtrestinal 
exhaustion: pausal an pottie of and °pharmacies 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest private Sanitaria in the United States. 
They offer private, individual specialized care to the patient. 


atte 


BALDPATE, INC. HALL-BROOKE | 


Greens Farms, Conn. 


Georgetown, Massachusetts 


Summit, New Jerse 
. Arlington, Massachusetts 


BEVERLY HILLS CLINIC AND HILLCREST HOSPITAL 
SANITARIUM 

(formerly The Retreat, Inc.) 

Dallas 11, Texas Des Moines 12, Iowa 

ELMLAWN (The Wilgus Sanitarium ) PINEWOOD 
Rockford, Illinois Mew York 
RING SANATORIUM 
] 


FAIRVIEW SANITARIUM ROGERS MEMORIAL HOSPITAL 


Chicago, Illinois 
Oconomowoc, Wisconsin 


FOREST SANITARIUM ST. CLAIR HOSPITAL 
Des Plaines, Illinois Detroit 14, Michigan 
GLENSIDE ST. JOSEPH SANITARIUM 
Boston 30, Massachusetts Dubuque, Iowa 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 


or phone $-8291 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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For anxiety, tension 
and muscle spasm 
in everyday practice. 


® well suited for prolonged therapy 
= well tolerated, relatively nontoxic 


® no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal 
stuffiness 

® chemically unrelated to phenothiazine 
compounds and rauwolfia 
derivatives 
® orally effective within 30 minutes 
for a period of 6 hours 


RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


tranquilizer with muscle-relaxant action i 


dicarbamate —U.S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


(if) WALLACE LABORATORIES. New Brunswick, N. J. 


DISCOVERED 
AND 
INTRODUCED 

bY 
WALLACE 
LABORATORIES 
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